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A bstrac t
Individuals with d iabetes face com plex health  m anagem ent tasks over 
a long period and m ust cope w ith serious long-term  m edical com plications 
including re tinopathy  and resu lting  blindness and d isability . Although i t  may 
be expected  th a t  psychological problem s may accom pany loss of vision in 
adulthood, l i t t le  research  a tte n tio n  has been given to  psychological coping 
and ad justm en t in this group. Using a s tre ss  and coping model, this 
investigation  focused on identify ing  and m easuring s tresso r, cognitive , and 
coping variables in order to  de term ine  th e ir associations w ith psychological 
and functional ad justm ent in individuals with adu lt-onse t loss o f vision.
Forty  d iabetic  sub jec ts with vision loss requiring rehab ilita tion  
tra in ing  w ere individually assessed, using standard ized  m easures in a 
s tru c tu re d  in terview  fo rm at. Another group of 40 dem ographically  sim ilar 
sub jec ts, with com parable vision loss due to  causes o ther than d iabetes, 
served  as a com parison group.
R esults showed th a t, as a whole, the  sub jects exhibited  psychological 
sym ptom s of mild severity . Individuals with vision loss due to  d iabetes
showed sign ifican tly  m ore disability  in perfo rm ance of daily ac tiv itie s  than 
did the com parison group, although the  two groups did not d iffer in severity  
o f th e ir vision loss. D iabetics also expressed a lower overall sense of 
positive w ell-being than did nondiabetics. There were no group d ifferences 
in genera l psychological sym ptom atology or depressive sym ptom s. 
Sim ilarly, the  two groups did not d iffe r in th e ir repo rted  use of eight 
ca tego ries of s tra te g ie s  to cope w ith blindness. Subjects w ere more likely 
to  rep o rt using positive reappra isa l, se lf-con tro l, and distancing as coping 
s tra te g ie s , and less likely to  rep o rt confrontive coping, escape-avoidance, or 
accep ting  responsibility  for the  blindness.
Canonical co rre la tion  analyses in the  sam ple as a whole revealed  th a t 
the p resence o f d iabetes, vision loss of m ore rec e n t onset, coping by escape- 
avoidance, accep ting  responsibility  for the vision loss, and an absence of 
p lanful problem -solving a re  m ost highly associa ted  with d isab ility  in daily 
a c tiv itie s , a dim inished sense of w ell-being, and sym ptom s of depression. 
M ethodological issues and im plications for rehab ilita tion  e ffo rts  w ere 
discussed.
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Coping with S tress: A djustm ent to 
Visual Loss in D iabetes M ellitus
Today's chronic illnesses d iffer from  m ore acu te  processes in a num ber 
o f im portan t ways, including the need for personal responsibility  for health  
behaviors, and the need for prolonged psychological coping with illness and 
its  com plications (Burish & Bradley, 1983). R ecen t years have seen a 
p ro life ration  of th eo re tica l work and em pirical investigation  aim ed a t  
understanding psychological fac to rs  re levan t to  coping with the  dem ands of 
chronic illness.
D iabetes, a particu larly  common chronic illness, shares fea tu re s  with 
o ther chronic conditions but a t  the  sam e tim e provides unique challenges to  
the  coping resources and ab ilities of those a ff lic te d . The health  
m anagem ent tasks for a person with d iabetes are  com plex and dem anding 
and persis t for many years. The individual w ith d iabetes m ust accep t 
responsibility  for managing his or her condition, acquire  a new body of 
knowledge about the  disorder and its  m anagem ent, adhere  over long periods 
to  a com plex regim en of d iab e tes-re la ted  se lf-c a re  behaviors, and cope with 
long-term  m edical com plications of the m etabolic  d isorder (e.g., periphera l 
vascular d isease, neuropathy, re tinopathy , nephropathy) and resu lting  
d isab ility .
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In some ways, d iabetes may be considered a m odel problem  for health  
psychology (Fisher, D elam ater, B ertelson, 3c Kirkley, 1982;Surw it, Feinglos, 
3c Scovern, 1983). D iabetes provides the  opportunity  to  study psychological 
coping and long-term  ad justm en t to  a  chronic s tresso r. This d isserta tion  
investiga tes psychological coping and ad ju stm en t in individuals facing a 
p articu la rly  s tressfu l long-term  com plication o f d iabetes, severe  visual 
im pairm ent secondary to  re tinopathy . The study will investiga te  
rela tionships among chronic s tresso rs , cognitive processes, coping responses, 
and psychological and functional ad justm en t in th is population utilizing a 
genera l coping paradigm  (Lazarus 3c Folkm an, 1984a, 1984b; Pearlin  3c 
Schooler, 1978).
In the  discussion th a t  follows, the genera l conceptual model and its 
com ponents will be described. A discussion of the pathogenesis and 
com plications of d iabetes and research  findings on re la te d  psychosocial 
variab les then follows. The availab le  l ite ra tu re  on psychological ad justm ent 
to  visual loss will be discussed. Finally, the  ra tio n a le  for th e  se lec tion  of 
specific  variab les for th is study and re lev an t hypotheses will be p resen ted .
C onceptual Model
C urren t th eo re tic a l form ulations (Billings 3c Moos, 1981; Cohen 3c 
Lazarus, 1983; Lazarus 3c Folkm an, 1984a; Pearlin  3c Schooler, 1978) have 
resu lted  in a general s tre ss  and coping m odel which is proving useful in 
understanding the re la tio n  o f psychological s tre ss  to  em otional, som atic , and 
social adap ta tion . According to  this m odel, a num ber o f psychosocial 
variab les can be viewed as m ediating  the  e ffe c ts  of s tre ssfu l events on 
em otional, physical, and social ad justm en t. A sum m ary o f the many
re lev an t variab les discussed by Lazarus and colleagues (Cohen & Lazarus, 
1983; Lazarus, DeLongis, Folkm an, & Gruen, 1985) appears in F igure 1. The 
m odel provides th a t outcom e depends on the  main and/or buffering  e ffe c ts  
o f num erous psychosocial variab les upon life  stresso rs .
It is evident th a t  large  individual d iffe rences ex ist in ad justm ent to  
exposure to  s tresso rs . An extensive l ite ra tu re  has em erged from a tte m p ts  
to  identify  the  psychosocial variab les which best p red ic t individual 
d iffe rences in psychological and health  outcom es. Two fac to rs  th a t have 
received  the m ost a tte n tio n  in rec e n t work a re  social support variab les and 
coping variab les (K essler, P rice , <5c W ortman, 1985). Social support has a 
longer and more ex tensive h isto ry  in the  l ite ra tu re , with resu lts  supporting 
the view th a t social support is im portan t in accounting  for variance in 
psychopathology (Cohen <5c Wills, 1985; Kessler e t  a l., 1985). R esearch on 
the e ffec tiveness  of coping e ffo rts  in p ro tec tin g  individuals from  the  e ffe c ts  
of stresso rs  is m ore recen t.
S tress, Appraisal, Coping, and A daptation
S tress. A m ajor issue w ithin th is a rea  has been the  concep tualization  
of s tre ss , as shown by the dilem m a of how to  m easure it. One approach has 
been to  regard  the num ber of major life  events (Holmes & Rahe, 1967) as an 
ob jec tive  m easure of the level of s tre ss  impinging on an individual. 
However, evidence th a t  m ajor life  even ts a re  less p red ic tive  of 
psychological d istress  and health  than  "m icro-stressors" or "daily hassles" 
(Delongis, Coyne, Dakof, Folkm an, &  Lazarus, 1982; Kanner, Coyne, 
Schaefer, &  Lazarus, 1981) has helped to  sh ift the  focus to  o ther approaches 










(E.G., VALUES, BELIEFS, 
PERSONALITY DIMENSIONS, ETC.)
FIGURE 1. PSYCHOSOCIAL VARIABLES MEDIATING STRESS
Although the  life  even ts  m ethodology has been c ritic ized  on 
concep tual and em pirica l grounds, m ost of the  work on s tre ss  has been done 
using th is m ethodology. Subjects typically  are asked to  rec a ll and lis t 
even ts over a specified  tim e period. Or they may be asked to  iden tify  the 
m ost s tre ssfu l life  even t or crisis with which they have been confron ted  in 
the  rec e n t past. The experience of dealing w ith an ongoing stresso r is much 
less well studied (Kessler e t  al., 1985).
A ppraisal. An a lte rn a tiv e  approach which is proving useful is to  
regard  s tress  as a com plex se t  of processes th a t  cannot be objectively  
defined by a single variab le  (Lazarus e t  al., 1985; Lazarus Sc Folkman, 
1984a, 1984b). A ccording to  this approach, s tre ss  has an im portan t 
sub jec tive  com ponent, based prim arily  on the sub jec t's  appraisals of various 
aspects of the  environm ental s tre sso r. Psychological outcom e will depend in 
p a rt  on the  individual's cognitive appraisal of the environm ental situation , 
which in turn  influences the  choice of coping e ffo rts . For exam ple, 
individuals may assess a situa tion  as irre lev an t to  him or her, benign, or, 
a lte rn a tiv e ly , s tre ssfu l, and th is  process co n stitu te s  the  "prim ary" appraisal 
o f the  even t (Cohen Sc Lazarus, 1983).
Aside from the  appraisal or of the likelihood of th re a t, o ther 
judgm ents appear to  have re levance  he re . For exam ple, one's appraisal of 
the  degree of con tro l he or she ex erts  over the  situa tion  (Folkm an, 1984; 
Parkes, 1984), or one's e s tim a te  of personal ab ility  to  deal with the  stresso r 
(Fleishm an, 1984; Folkm an, 1984) may a f fe c t  coping and the  outcom es of 
s tre ssfu l encounters. O ther psychological variab les m ight be expected  to  a t 
le a s t ind irectly  influence appraisal, coping, and subsequent outcom e. 
Personal dispositions such as in troversion-ex traversion  or "hardiness"
(Kobasa, Maddi, 3c Kahn, 1982) as w ell as be liefs (e.g ., religious convictions) 
may a f fe c t  both one's appraisal of the  s tressfu l situa tion  and one's se lec tion  
o f coping e ffo rts .
Coping. The re c e n t developm ent and re fin em en t of instrum ents to  
m easure coping e ffo rts  (Billings 3c Moos, 1984; Folkm an 3c Lazarus, 1980; 
V italiano, Russo, C arr, M auiro, 3c B ecker, 1985; V italiano, Mauiro, Russo, 3c 
B ecker, 1987) r e f le c t  the c u rre n t view of coping as a process o f cognitive 
and behavioral even ts th a t  m odera te  the  e ffe c ts  of stresso rs  on em otional, 
physical, and social ad ju stm en t (Billings 3c Moos, 1981; Pearlin  3c Schooler, 
1978). Coping is view ed as an ongoing process of m anaging the dem ands of 
s tre sso rs , as opposed to a s ta t ic  t r a i t  or personality  s ty le  (Lazarus 3c 
Folkm an, 1984b). To illu s tra te , individuals' uses of p a rticu la r coping 
responses have been shown to  vary depending on the  s tage  of the  encounter 
(e.g., an tic ip a to ry  vs. outcom e) w ith the s tre sso r (Folkm an 3c Lazarus, 1985), 
the  p a rticu la r type of s tre sso r (Folkm an 3c L azarus, 1980), and cognitive 
appraisal o f the m eaning of the  s tresso r along a num ber of dimensions 
(Folkm an, L azarus, Gruen, 3c DeLongis, 1986; Folkm an, Lazarus, Dunkel- 
S ch e tte r, DeLongis, 3c Gruen, 1986).
C lassification  of coping s tr a te g ie s .
Coping responses have been broadly c lassified  in to  two basic modes: 
approach and avoidance s tra te g ie s . Approach s tra te g ie s  a re  those a c tiv itie s  
th a t  o rien t the individual tow ard  the  stresso r (e.g ., a tten d in g  to  the  stresso r, 
seeking inform ation  about the  situa tion , vigilance) while avoidant s tra te g ie s  
o rien t away from  the  s tre sso r (e.g., ignoring, seeking d istrac tio n , "denial"- 
like processes) (Roth 3c Cohen, 1 9 8 6 ) .
With resp ec t to  the  re la tiv e  e fficacy  of approach and avoidant coping 
responses, th e  availab le  resea rch  evidence is in su ffic ien t to  support the 
overall superiority  of one versus the  o th er (Suls Sc F le tch e r, 1985). 
How ever, avoidant s tra te g ie s  appear m ore e ffe c tiv e  than approach 
s tra te g ie s  when outcom e is m easured in the  sh o rt- te rm . When outcom e is 
m easured over the  long -te rm , nonavoidant s tra te g ie s  appear to  be 
associa ted  with m ore favorable  outcom e. The l ite ra tu re  suggests th a t 
avoidant coping may be m ost e ffe c tiv e  in the  sh o rt-te rm  when a tte n tio n , 
especially  to  em otional aspec ts  of the s tre sso r, may have negative  e ffe c ts . 
Long-term  positive outcom e, how ever, requ ires nonavoidant coping (Suls Sc 
F le tch e r, 1985).
Coping responses may be classified  in o ther ways which overlap to  
some degree with the  avoidan t/nonavoidan t dichotom y. P roblem -focused 
s tra te g ie s  a re  those in which ac tion  is taken  to  d irec tly  m odify aspec ts  of 
the s tressfu l encoun ter, while em otion-focused  s tra te g ie s  are  those which 
a tte m p t to  reg u la te  em otional response to  the s itua tion  (Billings Sc Moos, 
1981; Folkm an Sc L azarus, 1980). R eappraisal, or cognitive e ffo rts  to  
re in te rp re t  aspec ts  of the  s tre ssfu l encoun ter, rep re sen ts  a th ird  type of 
coping thought to be broadly applicable  to  s tre ssfu l s itua tions (Billings and 
Moos, 1984; M enaghan, 1983; Pearlin  <5c Schooler, 1978).
F iner-g rained  analyses of the  m ajor coping dim ensions in re c e n t 
resea rch  have iden tified  m ore specific  coping p rocesses. Scales iden tified  in 
a  fac to r analysis of a rev ised  version of the  Ways o f Coping C hecklist 
(Folkm an, Lazarus, D unkel-S chetter, DeLongis, Sc G ruen, 1986) included 
C onfrontive coping (e.g ., "I expressed anger tow ard the person who caused 
the  problem "); D istancing (e.g ., "didn 't le t  i t  g e t to  m e~ re fu sed  to  think
about i t  too much"); Self-con tro l (e.g ., "I tried  to  keep my feelings to  
m yself"); Seeking social support (e.g., " ta lked  to  som eone to  find out m ore 
about the situation"); A ccepting responsibility  (e.g., "realized  I brought the 
problem  on m yself"); Escape-A voidance (e.g., " tried  to  make m yself feel 
b e tte r  by ea ting , drinking, smoking, using drugs or m edication, e tc ."); 
Planful problem -solving (e.g., "I made a plan of action  and followed it"); and 
Positive reappra isa l (e.g., "I cam e out of the  experience b e tte r  than I w ent 
in").
D eterm inan ts of Coping S tra te g ie s .
D em ographic variab les. A num ber of variables appear to  influence the 
choice o f coping s tra te g ie s . C lear and consisten t age d ifferences in coping 
processes have recen tly  been dem onstra ted  (Folkm an, Lazarus, Pim ley, & 
Novacek, 1987). Younger people w ere found to  use m ore ac tiv e , problem - 
focused form s of coping, w ith older people relying on m ore passive, 
em otion-focused s tra te g ie s . The au thors a tte m p te d  to  eva lua te  two 
in te rp re ta tio n s  of the age d iffe rences, th a t  is, w hether the d iffe rences 
occur because of inheren t a g e -re la ted  developm ental changes, or because 
older persons m ust cope with d iffe re n t stresso rs  than younger individuals. 
They found som e support for the  developm ental hypothesis in th a t  age 
d iffe rences in coping w ere found consisten tly  across a num ber of coping 
con tex ts . The study did not assess the  outcom es of the  s tressfu l encounters.
Felton  and Revenson (1984) also investiga ted  a g e -re la te d  d iffe rences 
in coping, lim iting  th e ir  investigation  to  subjects coping with chronic 
illnesses. They found th a t  older adults w ere less likely to  rely  on em otional 
expression or in form ation-seeking  than  w ere m iddle-aged adu lts. This
rela tionsh ip  held up even a f te r  controlling  for the  e ffe c ts  of illness 
c h a ra c te r is tic s . A ltogether th e ir  findings suggested th a t  age plays a ro le in 
influencing choice of coping s tra te g ie s , although the  influence is m odest in 
s tren g th . The study did not a tte m p t to  assess the e fficacy  of coping 
s tra te g ie s  u tilized  by the  sub jec ts.
On the  whole, s ign ifican t gender d ifferences in the  use of coping 
s tra te g ie s  have been observed, bu t the m agnitude of the d iffe rences has not 
been large (Billings & Moos, 1981; Folkman & Lazarus, 1980; Pearlin  & 
Schooler, 1978). In some cases it has been found th a t  women m ore o ften  use 
s tra te g ie s  to  reg u la te  or discharge em otion, while men m ore o ften  use 
problem -focused e ffo rts . How ever, Folkm an, Lazarus, Pim ley, and Novacek 
(1987) found no age or sex d iffe rences in the use o f two m ajor problem - 
focused form s o f coping—confrontive coping and planful problem -solving.
With resp e c t to  socioeconom ic s ta tu s , Holahan and Moos (1987) 
rec en tly  rep lica ted  ea rlie r  findings (Billings <5c Moos, 1981; Pearlin &  
Schooler, 1978) and dem onstra ted  th a t  persons of higher socioeconom ic 
s ta tu s  a re  m ore likely to  use ac tive-behav io ra l s tra te g ie s  and less likely to  
rely  on avoidance coping. They found th a t  while the  relationships of 
socioeconom ic variab les with coping w ere in the  expected  d irections, they 
w ere not as strongly  p red ic tive  of coping e ffo r ts  as w ere personality  
dispositions, num ber of s tre ssfu l life  even ts, and social resources.
S tressor and appra isal variab les. Using the  problem - 
focused /em otional-focused  c lassifica tion  o f coping e ffo rts , Folkm an and 
Lazarus (1980) dem onstra ted  th a t  a nonclinical sam ple o f m iddle-aged adults 
used both form s o f coping in the  m ajority  o f coping episodes. With resp ec t 
to  co n tex t of the s tresso r, problem -focused e ffo rts  w ere used m ore in work-
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re la te d  situations while em otion-focused e ffo rts  w ere favored in situations 
re la te d  to  health .
A nother s tresso r variab le  th a t has been shown to  influence choice of 
coping s tra te g y  is the s tage  of the  encounter with the  s tresso r (Folkman & 
Lazarus, 1985). There w ere sign ifican t changes in coping e ffo r ts  across 
th ree  stages of a college exam ination: the an tic ipa to ry  s tag e , the  w aiting 
s tag e  a f te r  the exam but befo re  the  posting of grades, and the  outcom e 
s tag e . Subjects w ere found to  use d iffe ren t com binations of problem - and 
em otion-focused coping s tra te g ie s  a t  the various stages of the exam 
process.
Coping e ffo rts  have also been shown to depend on the  ways in which 
stresso rs  are appraised. M cCrae (1984) found th a t  appraisal of the stresso r 
as a loss, a th re a t, or a challenge had a sign ifican t e ffe c t on the choice of 
coping responses, with challenges e lic iting  the  w idest varie ty  of coping 
responses. R eliable p a tte rn s  in the use of coping s tra te g ie s  w ere observed 
both when sub jec ts subjectively  appraised stresso rs  as rep resen ting  loss, 
th re a t, or challenge and when the  investiga to rs  ca tegorized  s tressfu l events 
a priori in to  these ca tego ries . Folkm an, Lazarus, D unkel-S chetter, 
DeLongis, and Gruen (1986) found th a t  coping responses w ere strongly  
re la te d  to  sub jec ts’ appraisals of w hat was a t  s take  for them  in the 
encounter and the  perceived options availab le for coping. When stakes 
involved a th re a t  to  se lf-e s teem , sub jec ts  used m ore confrontive coping, 
se lf-con tro l, accep tance  of responsibility , and escape-avoidance than  when 
th re a t to  se lf-es teem  was low. T hreats  to  physical health  w ere associated  
w ith m ore seeking of social support and escape-avoidance.
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Coping and A daptational O utcom e.
The rela tionsh ip  betw een  coping and outcom e is also com plex, as 
shown by the few studies th a t  have assessed both coping e ffo r ts  and the 
quality  of the outcom es of s tre ssfu l encounters. Billings and Moos (1981) 
found th a t coping bu ffered  the e ffe c ts  of s tre ssfu l even ts on mood and 
sym ptom  m easures, w ith ac tiv e  coping m ore e ffe c tiv e  in reducing s tress  
than avoidance coping. Pearlin  and Schooler (1978) also found th a t  coping 
e ffo rts  accounted  for sign ifican t reductions in em otional d istress  in all 
s itua tiona l con tex ts excep t occupation , in which coping e ffo r ts  generally  
appeared  to  e x e rt l i t t le  e ffe c t. In in terpersonal con tex ts , reduction  of 
em otional d istress depended m ore on em otional involvem ent and con tro lled  
confronting of problem s, while w ithdraw al and d e tach m en t from 
involvem ent was m ore e ffe c tiv e  in occupational con tex ts .
In o ther stud ies of the  outcom e of coping e ffo r ts , depression and 
anxiety  w ere found to  be positively  co rre la ted  w ith wishful thinking and 
negatively  c o rre la ted  with problem -focused coping, w ith psych ia tric  
o u tpatien ts  reporting  m ore em otion-focused coping and less problem - 
focused coping than  nonclinical sam ples (V italiano e t  a l., 1985; 1986). 
Severity  of depression is positively  re la te d  to  use of em otional-d ischarge as 
a coping m echanism , while problem -solving and a ffe c tiv e  regu la tion  are  
re la te d  to  less severe  depression (Billings & Moos, 1984; M itchell, C ronkite , 
& Moos, 1983). Observed d iffe rences in coping s tra te g ie s  be tw een  women 
and men, p a rticu la rly  in the  use of em otional d ischarge versus a c tiv e  form s 
o f d istrac tio n , have led to  the  hypothesis th a t wom en's coping p a tte rn s  
account for the  increased  occurrence  and sev erity  o f depression in women 
(Billings & Moos, 1984; N olen-K oeksem a, 1987).
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Folkm an, L azarus, Gruen, and DeLongis (1986) found th a t appraisal 
and coping explained a s ign ifican t am ount of variance in psychological 
sym ptom s but not in som atic  hea lth  s ta tu s . Problem -focused form s of 
coping w ere m ore strongly  re la te d  to  sym ptom s than o ther form s, with 
confrontive coping positively  co rre la ted  with sym ptom s and planful 
problem -solving negatively  c o rre la ted . In a re la te d  study, Folkman, 
L azarus, D unkel-S chetter, DeLongis, and Gruen (1986) found the  sam e 
p a tte rn  of resu lts  for these  form s of coping for su b jec t-ra ted  sa tis fac tio n  
with the outcom e. The rela tionsh ip  of em otion-focused form s of coping to 
sym ptom s was less c lea r.
When chronic illness was the s tresso r under consideration, coping 
e ffo rts  w ere found to have only m odest e ffe c ts  on psychological ad justm en t 
(Felton & Revenson, 1984; Felton , Revenson, <Jc H inrichsen, 1984). Although 
e ffe c ts  w ere sm all, in form ation-seeking  and w ish-fulfilling fan tasy  had 
e ffe c ts  in the  expected  d irec tions in a longitudinal design which allowed 
assessm ent of d irec tion  o f causation . How ever, illness con tro llab ility  
accounted  for s ign ifican t portions of the variance in ad justm ent to  d iffe ren t 
illnesses (hypertension, d iabetes m ellitus, can cer, rheum ato id  a rth ritis ) . As 
diagnosis did not explain varia tion  in ad justm en t, the  au thors specu la ted  
th a t  the uncon tro llab ility  inheren t in any serious disorder has em otional 
consequences which a re  only m odestly  a ffe c te d  by individual coping e ffo rts .
In sum m ary, studies which have m easured both coping and outcom e 
have generally  found coping e ffo r ts  to  be sign ifican tly  associa ted  with 
outcom e. However, coping e fficacy  varies depending on w hether outcom e is 
m easured as psychological sym ptom s or som atic  hea lth . Also, co n tex t of 
the  stresso r or type o f s tre sso r (e.g ., occupational, in terpersonal, illness)
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influences the  e ffec tiveness  of coping e ffo rts . Chronic illness may be a 
s tresso r th a t is p articu la rly  re s is ta n t to  coping e ffo rts .
Coping w ith D iabetes
D iabetes m ellitus is a m etabolic  d isorder or co llection  o f disorders, 
the causes of which are  incom pletely  understood. Insulin defic iency , or 
inability  to  use or res is tance  to , insulin by tissue appear to  underlie the 
d isturbed carbohydrate  and lipid m etabolism  in the  two generally  recognized  
c lin ical syndrom es (insulin-dependent d iabetes m ellitus, or IDDM, and non- 
insulin-dependent d iabetes m ellitus, or NIDDM; Kahn, 1985). The disorder is 
c h a rac te rized  by chronic hyperglycem ia and is associa ted  with the 
developm ent of num erous com plications, p rim arily  vascu lar, which a ffe c t  
th e  h e a rt, periphera l blood vessels, kidney, nerves, and eye (Krolewski, 
W arram, <5c C hristlieb , 1985). The disorder requ ires com plex m anagem ent, 
including d ie t regulation , w eight loss, blood and urine glucose m onitoring, 
and adm in istra tion  of insulin or oral m edications, to  con tro l hyperglycem ia 
and p reven t long-term  com plications.
Because of the com plexity  o f the dem ands for coping on individuals 
with d iabetes, behavioral and psychological variab les becom e im p o rtan t in 
understanding the disorder (Holmes, 1986). R ecen t years  have seen a sh ift 
away from a search  for a "d iabetic  personality" (Dunn & T urtle , 1981) which 
predisposes, ex acerb a tes , or resu lts  from , d iabe tes . The failu re  to  identify  
such a personality  has led instead  to  a tte m p ts  to  describe and m easure 
specific  illness-re la ted  ad justm en t (Davis, Hess, Van H arrison, &: Hiss, 1987; 
Dunn, S m artt, Beeney, <5c T u rtle , 1986; Wilson, Ary, Biglan, Glasgow, 
Toobert, <5c Cam pbell, 1986). To illu s tra te , a re liab le  and valid m easure has
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recen tly  been developed to  assess illness-specific  ad justm ent along 
dim ensions of d iab e tes-re la ted  s tress , positive adap ta tion  to  d iabe tes, 
d iab e tes-re la ted  guilt, and a lienation  from m edical p rac titio n e rs  (Dunn e t 
a l., 1986).
The very rec e n t developm ent of scales to  assess psychological 
ad justm en t to  d iabetes has allowed prelim inary  exam ination of the 
association of a num ber of variab les with ad justm en t. Davis e t al. (1987) 
found th a t psychosocial ad justm en t to  d iabetes was re la te d  to  m etabolic  
con tro l, bu t the specific  rela tionships depended on the  p a rticu la r aspec t of 
ad justm en t (e.g ., con tro l problem s, social problem s, b a rrie rs  to  adherence), 
the  type of d isease (IDDM vs. NIDDM), and tre a tm e n t (insulin vs. noninsulin 
tre a te d ) .
Dunn e t  al. (1986) exam ined the  rela tionships of age, duration of 
illness, and o ther personal c h a ra c te r is tic s  to  ad justm en t in a study of the 
psychom etric  p roperties  of six fac to ria lly -derived  ad justm en t subscales. 
They found th a t  positive adap ta tion  to  d iabetes is associa ted  w ith increasing 
age but is not linearly  re la te d  to  duration o f d iabetes. Also, in IDDM, 
d iab e tes-re la ted  gu ilt is positively co rre la ted  with age and duration  of 
d iabe tes . Dunn e t  a l. (1986) suggested  th a t the  findings a re  consisten t with 
the hypothesis th a t  gu ilt feelings and poor adap ta tion  to  illness increase 
w ith the  onset of d iabetes com plications over tim e.
Visual Im pairm ent and D iabetes.
D iabetes, which a ffe c ts  approxim ately  11 m illion A m ericans, is the 
leading cause of new to ta l  blindness in adu lts in th is country  (Morse, 
Silberm an, & T rief, 1987). D iabetic re tinopathy  and o ther d iabe tic  re tin a l
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changes account for high ra te s  of visual im pairm ent in individuals with 
d iabetes (Klein, Klein, <5t Moss, 1984). R etinopathy and o ther ocular 
com plications of d iabetes occur in both insulin-dependent and non-insulin- 
dependent form s of d iabe tes. More than 90% of cases of IDDM show signs 
of re tinopathy  a f te r  20 years and 60% do so a f te r  10 years o f d iabetes. For 
NIDDM, 70% will have re tinopathy  a f te r  20 years and 50% a t  10 years 
(Klein, Klein, Moss, Davis, & DeM ets, 1984a, 1984b).
D iabetic  re tinopathy  is a condition which worsens progressively, 
beginning with the  occurrence  of re tin a l m icroaneurysm s, hem orrhages, and 
exudates in the  early , or nonpro liferative, s tage  (Klein, 1985). L ater, 
closure of re tin a l cap illa ries and resu lting  ischem ia p recede the more 
advanced, or p ro life ra tiv e , s tage  in which th e re  is grow th o f abnorm al blood 
vessels and fibrous tissue. The abnorm al vessels may re su lt in hem orrhages 
and the fibrous tissue may cause de tachm en t o f the re tin a . When the 
vascu la tu re  of the  m acular a rea  is occluded or shows increased perm eability  
w ith resu lting  edem a, the  condition is re fe rre d  to  as prim ary m aculopathy. 
These re tin a l s tru c tu ra l changes and associa ted  m acular edem a are  
accom panied by varying degrees of visual im pairm ent. The hyperglycem ia 
occurring in d iabe tes is strongly  suspected  as etio log ical in re tinopathy , bu t 
th e  m echanism  by which hyperglycem ia causes re tinopathy  is unknown 
(Klein, 1985).
A num ber of studies have a tte m p te d  to  iden tify  risk fac to rs  associated  
w ith the developm ent of d iabetic  re tinopathy . D uration of d iabetes has 
consisten tly  been found to  be a p red ic to r o f re tinopathy  in both insulin- 
dependent and non-insulin-dependent form s o f d iabetes (Klein e t  al., 1984a, 
1984b). D uration of d iabetes rem ains a sign ifican t independent p red ic to r of
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retinopathy  a f te r  contro lling  for the  e ffe c ts  of age (N athan, Singer, Godine, 
H arrington, <5c P erlm u ter, 1986). Aside from duration  of illness, the  o ther 
m ajor risk fac to r is poor m etabolic  con tro l, in both form s of d iabetes 
(Ballard e t  a l., 1986; D oft, Kingsley, O rchard, K uller, Drash, 3c B ecker, 
1984; Klein e t a l., 1984a, 1984b; Klein, Moss, 3c Klein, 1987; N athan e t  a l., 
1986). Although they  do not d irec tly  support an e tio logic  ro le for e leva ted  
blood glucose in the developm ent of re tinopathy , the  resea rch  findings a t  
lea s t suggest th a t good glycem ic con tro l may be an im portan t fac to r in 
p reventing  or delaying the re tin a l com plications of d iabetes.
The occurrence  of d iabe tic  re tinopathy  is associa ted  w ith a num ber of 
psychosocial d ifficu lties, although very  l i t t le  resea rch  a tte n tio n  has been 
given to  the psychosocial disruption resu lting  from  retinopathy  (Wulsin, 
Jacobson, 3c Rand, 1987). Jacobson, Rand, and Hauser (1985) com pared 
glycem ic con tro l, negative  life  even ts , and psych iatric  sym ptom s in insulin- 
dependent d iabetics with p ro life ra tiv e  re tinopathy  and insulin-dependent, 
con tro ls with no re tinopathy . Individuals with re tinopathy  had m ore 
sym ptom s and showed a s ign ifican t co rre la tio n  betw een  negative  life  even ts 
and glycem ic con tro l th a t  was not shown in the  con tro l group. The 
association of negative  life  even ts  w ith poor glycem ic con tro l was m ost 
pronounced in those w ith re c e n t onset of re tinopathy . The resu lts  suggest 
th a t  psychological problem s as w ell as d isruption of m etabolic  con tro l 
accom pany the  onset of re tinopathy  in d iabetics.
Bernbaum, A lbert, and Duckro (1988) recen tly  rep o rted  th a t  se lf ­
esteem  and se lf-re lian ce  w ere low er and psychological sym ptom atology 
higher in vision-im paired d iabe tics  with fluc tuating  ("transitional") vision 
than in those w ith s tab le  (and, in som e cases, m ore severe) vision loss. They
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p resen ted  some prelim inary  evidence for the  tre a tm e n t e fficacy  of a 
s tru c tu re d  12-week reh ab ilita tio n  program  of d iabetes se lf-m anagem ent, 
education , physical exerc ise , and peer support group. Their findings 
supported  the  suggestion of Wulsin e t  al. (1987) th a t  in terven tion  may be 
m ost useful early  when vision f ir s t  begins to  d e te r io ra te .
Psychological A djustm ent to  Visual Loss
The loss of vision in previously sigh ted  individuals can be expected  to  
be followed by serious psychological and social consequences to  th e  
individual. It is in te resting  th a t  in the vision and reh ab ilita tio n  lite ra tu re s , 
th ere  are  many discussions o f psychological and social ad justm en t to  new 
blindness (e.g., C arroll, 1961; Cholden, 1958; L am bert, West, & Carlin, 1981; 
O eh ler-G iarratana , 1978), bu t few em pirical investigations of these  
phenom ena.
In one of the few availab le  em pirica l stud ies, F itzgera ld  (1970) 
in terv iew ed  all newly blinded individuals from  a region of m etropo litan  
London in order to  obtain inform ation  regard ing  the  psychosocial e ffe c ts  of 
th e ir  loss of sight. The sam ple of 66 adu lts was heterogeneous with regard  
to  the d isease causing the  sigh t loss, the  course of the  sigh t loss, and am ount 
of rem aining functional vision. The prim ary  finding, based on in terview  
inform ation , was th a t reac tio n s  to  loss of sight involved "overwhelm ing" 
psychological d istress . Prom inent a ffe c tiv e  and som atic  d istu rbance , which 
som etim es persisted  for long periods a f te r  the  sigh t loss, w ere typ ica l of the 
psychological response. There was considerable va riab ility  in psychological 
response, however, ranging from  severe  psychotic and su icidal reac tio n s  to
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mild a ffe c tiv e  d istu rbance. In addition, th ere  was a sign ifican t decrease  in 
the socioeconom ic s ta tu s  of the  sub jects as a  re su lt of the sight loss.
F itzgera ld  (1970) observed th a t  ce rta in  coping s tra te g ie s , in p a rticu la r 
those th a t  suggested excessive re liance  on denial, w ere commonly observed 
and appeared  to  be associated  with poor ad justm en t. While such findings are  
suggestive and consisten t w ith c lin ica l lore in the a rea , the  exploratory  
na tu re  of the  study lim its conclusions th a t  can be draw n. S tandardized, 
ob jec tive  m easures of psychopathology w ere not used, and the  da ta  
(percentages of sub jects reporting  ce rta in  psychological sym ptom s), w ere 
p resen ted  w ithout s ta t is t ic a l  analysis. Coping e ffo rts  w ere not defined a 
priori or sy stem atica lly  assessed.
A few o ther em pirical stud ies have been repo rted  which investiga ted  
psychological ad justm ent to new blindness. Ash, Keegan, and Greenough 
(1978) described the  psychosocial ad justm en t o f 114 individuals who d iffered  
in length of tim e since onset of visual loss and degree of rem aining 
functional vision. Subjects w ere Canadian c itizens lo ca ted  through 
governm ent reg istry  of newly blinded persons. Psychological sym ptom s 
w ere assessed by MMPI scales and social functioning by scales construc ted  
by the  authors for th is purpose. Length of tim e a f te r  reg is tra tio n  as blind 
was not re la te d  to  ad justm en t, nor was rap id ity  of visual loss (sudden vs. 
insidious). Not unexpectedly , those w ith b e tte r  rem aining functional vision 
w ere m ore w ell-ad justed  than those m ore im paired, up to  a po in t. Those 
with very  low levels of functional vision w ere m ore poorly ad justed  than 
those who had no ligh t percep tion . Subjects with d iabe tic  re tinopathy  and 
glaucom a showed poorer ad ju stm en t than  individuals w ith o ther causes for 
th e ir  visual loss.
In sum m ary, l i t t le  is known about psychological ad justm en t to  visual 
loss excep t th a t  it  can be expected  to  be followed by depression, which 
varies widely in severity  among individuals. There is a need to  iden tify  the  
cognitive and behavioral coping variab les th a t con tribu te  to  individual 
d iffe rences in ad justm en t to  blindness and which p red ic t the  m ost adap tive  
em otional outcom e. Also, it  may be im portan t to  investiga te  reasons why 
those w ith sight loss due to  d iabetes are  p a rticu la rly  a t  risk for poor 
ad justm en t.
S ta tem en t o f the  Problem and Hypotheses
The purpose of th is investigation is to  exam ine the re la tiv e  
contributions of illness (stressor) variab les, cognitions about the  illness, and 
coping e ffo rts  to  em otional and functional ad justm en t in individuals 
adapting to  loss of vision due to  d iabetes m ellitus. R esearchers in the areas 
of life s tre ss  and coping suggest th a t  th ere  is a need to study p a rticu la r 
subgroups (e.g., those adapting  to  p a rticu la r traum as, illnesses, e tc .) and to  
a tte m p t to understand coping in the con tex t of the p a rticu la r dem ands of 
those stressors (Menaghan, 1983; Roth <5c Cohen, 1986). The individuals in 
the cu rren t study are  coping w ith long-term  sequelae of a common chronic 
m edical d isorder. In te rm s o f both age and stage  of d iabetes, they  rep resen t 
a re la tiv e ly  unstudied population, as m ost availab le  resea rch  on psychosocial 
ad justm en t to  d iabetes has been conducted with young and/or recen tly  
diagnosed d iabetic  sub jec ts (Fisher e t  a l., 1982; Wilson e t  a l., 1986). 
However, cases of NIDDM in persons over the  age of 55 make up m ost of the 
d iabetic  population (Krolewski &  W arram, 1985).
As previously noted, th e re  is l i t t le  in the  ex isting  em pirical l ite ra tu re  
on psychological ad justm ent to  new visual loss o f any cause in adults. The 
few available stud ies (Ash e t  a l., 1978; F itzgera ld , 1970) suggest th a t  loss of 
vision may have profound psychological e ffe c ts , for which ta rg e ted  
psychosocial in terven tions would be useful. In the  case of d iabetes, Wulsin
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. e t  al. (1987) suggested th a t a  sense of failure and associated  gu ilt may be 
typ ica l a t  the  tim e of developm ent or progression o f re tinopathy . The 
im portance of m aintaining ca re fu l glycem ic con tro l in delaying or lessening 
the  sev erity  of re tinopathy  is generally  em phasized to  d iabetic  p a tien ts .
Finally, this population provides a genera l resea rch  model for 
investigating  the  e ffec tiv en ess  of coping processes in individuals 
experiencing severe  chronic s tre ss . Much of the availab le l ite ra tu re  
investiga ting  coping e ffo rts  and outcom e has u tilized  less d istressed  
com m unity sam ples (e.g., Folkm an Sc Lazarus, 1980; Pearlin  & Schooler, 
1978) or those experiencing a c u te  s tresso rs  such as academ ic exam inations 
(e.g., Folkm an Sc Lazarus, 1985) and s tressfu l m edical procedures (e.g., 
M artelli, Auerbach, A lexander, & M ercuri, 1987). R esearch on the 
psychological e ffe c ts  of ongoing chronic stresso rs  m erits  fu rther study 
(Kessler e t a l., 1985). Ongoing chronic illness is the s tresso r se lec ted  for 
investigation  in the cu rren t study.
The p resen t study exam ines the rela tionsh ip  o f illness variables, 
cognitive processes, and coping s tra te g ie s  to  w ell-being in la te  s ta g e -  
d iabe tics  w ith visual loss. Specifically , the  study will investiga te  how 
psychological ad justm en t and functional com petence  in th is group are  
influenced by duration and type of d iabetes and duration  and degree of 
visual loss, by the  sub ject's  app ra isal of illness along severa l dim ensions, and 
by s tra te g ie s  used to  cope w ith the  condition. Figure 2 dep ic ts the variables 
under investigation  in the cu rre n t study. It is expected  th a t  cognitions 
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explain sign ifican t portions o f variance in ad justm en t beyond th a t  explained 
by c h a ra c te r is tic s  o f the s tresso r.
S tressor variab les. The illness variables se lec ted  for study a re  the 
type and duration o f d iabetes and severity  and duration of visual loss.
Subtypes of d iabetes m ellitus, based on insulin dependence and ketosis 
proneness (N ational D iabetes D ata  Group, 1979) have long been recognized 
and form  the basis for the widely accep ted  IDDM/NIDDM classifica tion . 
How ever, only very recen tly  has d isease type been shown to  be strongly 
re la te d  to  various illness-specific  m easures of psychosocial ad justm en t to 
d iabe tes (Davis e t a l., 1987). In addition to  being dependent on an insulin 
reg im en, the  IDDM p a tien ts  in the group under study (m iddle-aged to  older 
adults) will have had d iabetes longer than the  NIDDM p a tien ts . Also, IDDM 
p a tie n ts  have m ore hospital adm issions and poorer m etabolic  con tro l than 
NIDDM p a tien ts  (Davis e t  a l., 1987). D iabetes type is th e re fo re  
hypothesized to  be associa ted  with d iffe rences in coping and ad justm ent, 
although th ere  is l i t t le  in the  ex isting  lite ra tu re  to  guide specific  
pred ictions.
S everity  o f visual loss is also se lec ted  as a s tre sso r c h a ra c te r is tic . 
Although th e  sub jec ts under study have su ffe red  visual loss su ffic ien t to  
requ ire  reh ab ilita tio n  tra in ing , they  nevertheless vary considerably in the 
e x te n t o f rem aining functional vision. There is some evidence th a t g rea te r  
em otional d istress is associa ted  w ith m ore severe  visual im pairm ent (Ash e t 
al., 1978). How ever, clincal observation and som e lim ited  d a ta  ind ica te  th a t 
psychological d istress  may be as high or higher w ith p a rtia l loss o f vision as 
i t  is w ith to ta l  loss (Bernbaum e t  a l., 1988; Wulsin e t  a l., 1987). It appears
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im portan t to  de term ine  the  contribution of degree of visual loss to  
ad justm ent in th is sam ple.
C ognitive v ariab les. Three dimensions m easuring cognitions about 
illness will be used in the cu rre n t study. The orthogonal dimensions of 
Seriousness, Personal R esponsibility, C ontro llab ility , and C hangeability  
appear to m ake up individuals' schem as of illness (Turk, Rudy, & Salovey, 
1986). The dim ensions have been found to  be s tab le  across d iffe ren t 
diseases and groups of sub jec ts. Seriousness re f lec ts  one's appraisal of the 
degree to  which the  specified  illness requires m edical a tte n tio n , is chronic, 
d ifficu lt to cure , e tc . Personal Responsibility re f le c ts  the degree to  which 
one holds h im self or h e rse lf responsible for the cause or course of a 
p a rticu la r illness. C ontro llab ility  re f le c ts  one's appraisal of w hether anyone 
or anything can influence the course of the d isorder. Finally, Changeability  
taps knowledge about the  variab ility  of the sym ptom s of an illness over 
tim e.
As noted  by Turk e t  al., the  dimensions are  personally re lev an t and can 
be expected  to  have a ffe c tiv e  consequences. Personal responsibility  for 
illness would appear to  be an especially  re lev an t variab le  influencing coping 
and ad ju stm en t when the  s tresso r under consideration  is d iabe tes, a 
condition which places com plex dem ands for m anagem ent on the  individual.
It is hypothesized th a t  high personal responsibility  for the course of 
d iabe tes resu lts  in poorer outcom e in th is group than  does low personal 
responsib ility . The p red ic tion  o f poorer ad justm ent with higher personal 
responsib ility  for d iabetes re la te s  to  the stage  o f the disorder in th is group 
of sub jec ts. It has already  been noted th a t d iab e tes-re la ted  gu ilt is 
positively  c o rre la ted  w ith age and duration o f illness (Dunn e t  a l., 1986).
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At la te  s tages of d iabetes when com plications develop, high personal 
responsibility  for d iabetes may con tribu te  to  gu ilt and self-b lam e.
Coping. Coping e ffo rts  will be assessed via se lf-rep o rt of s tra te g ies  
used to  cope w ith the  s tresso r of losing one's vision. The approach will be to  
m easure individuals' se lf-rep o rts  of e ffo rts  to  cope with a p a rticu la r cu rren t 
s tre sso r, ra th e r  than to  m easure general dispositions to  respond in certa in  
ways.
Billings and Moos (1984) proposed th a t coping s tra te g ie s  be grouped 
into th ree  genera l dom ains based on both ra tio n a l and em pirical grounds. 
A ppraisal-focused coping re fe rs  to  e ffo rts  to understand the stresso r and 
assess m eaning and consequences. Problem -focused coping re fe rs  to  e ffo rts  
to  seek inform ation  or engage in ac tive  problem -solving behavior. Em otion- 
focused coping includes e ffo rts  d irec ted  a t  a ffe c tiv e  regulation  or 
d ischarge. These ca tegories are  conceptually  sim ilar to  Menaghan's (1983) 
c lassifica tion , which includes in te rp re tiv e  reappra isa l, d irec t action  on the 
environm ent or se lf, and em otional m anagem ent. These ca tego ries are  
psychologically m eaningful and all have re levance  to adapting  to  serious 
visual loss and im pending blindness.
It is hypothesized th a t  em otion-focused and appraisal-focused  coping 
are  associa ted  with b e tte r  outcom e than is problem -focused coping. Some 
evidence ind ica tes th a t em otional regulation  and positive reapp ra isa l a re  
m ore adap tive  when the s tressfu l s itua tion  is rea lis tica lly  appraised as 
uncontro llab le (Folkm an, 1984). On the  o ther hand, Felton  e t  a l. (1984) 
found only m odest ben efit to using any form s of coping when the  stresso r 
(illness) was uncontro llab le.
Outcom e variab les . O utcom e variab les for th is study are  chosen to  
re f le c t  general and specific  psychological ad justm en t, se lf-rep o rted  w ell­
being, and m aste ry  in everyday adap tive  tasks. The outcom e variab les are  
chosen for th e ir re levance  to  the  process of adapting  to  the  s tre ss  of chronic 
illness and sight loss. The experience of these  stresso rs  has been 
hypothesized to  be assoc ia ted  w ith psychological sym ptom atology, in 
p a rticu la r, depression. Also, a re lev an t aspec t of ad justing  to  these ongoing 
stresso rs  is the m ain tenance o f independence in m astery  o f everyday 
adap tive  tasks (e.g., dom estic  tasks, m anaging m edication , handling 
finances, e tc .)
Method
Subjects
R esearch sub jec ts w ere 40 d iabe tic  c lien ts  a t  the V eterans 
A dm inistration Blind R ehab ilita tion  C en ters o f VA M edical C en ters a t  
Birm ingham , Alabam a, Palo A lto, C aliforn ia , and West Haven, C onnecticu t. 
The sam ple was lim ited  to  m ales, the  m ajority  of whom w ere over 55 years 
o f age. To be included in th e  p resen t study, sub jec ts had a diagnosis of 
d iabetes m ellitus, e ith e r insulin-dependent (IDDM) or non-insulin-dependent 
(NIDDM) and had severe  visual loss secondary to  d iabe tic  re tinopathy  and 
o ther ophthalm ic com plications a ttr ib u ta b le  to  d iabe tes. The p resence of 
d iabetes and re tinopathy  was confirm ed by independent m edical and 
op tom etric  or ophthalm ological exam ination .
A second group o f 40 p a rtic ip an ts  from  the Sou theastern  Blind 
R ehab ilita tion  program  a t  the  Birmingham  VAMC served  as a com parison 
group. These individuals w ere m ale ve te rans  who had experienced  loss of 
vision from a v a rie ty  of causes including m acular degenera tion  (25%), 
g laucom a (20%), re t in it is  p igm entosa (18%), op tic  nerve or co rtica l d isease 
(13%), traum a (10%), cereb rovascu lar acc id en t (7%), and o ther causes (7%). 
None of these sub jects had diagnoses of d iabe tes . Inclusion o f th is group 
allowed exam ination of the  question of w hether ad ju stm en t to  severe  vision
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loss is m ade m ore d ifficu lt by the  additional burden o f coping w ith d iabetes. 
The tw o groups w ere drawn from  the sam e genera l VA m edical population 
and w ere not expected  to  d iffe r on age or o ther dem ographic ch arac te ric s .
The e n tire  sam ple as a group had a m ean age of 58.3 years , w ith a 
standard  deviation of 11.4 years . All subjects w ere m ale. Sixty-six subjects 
(approxim ately  83%) w ere w hite , and 14 (17%) w ere b lack. F ifty -six  
sub jects (70%) w ere cu rren tly  m arried , w ith the  rem aining 30% of subjects 
e ith e r divorced (n = 17, 21%), widowed (n = 4, 5%), or single, never m arried  
(n = 3, 4%). Subjects w ere d istribu ted  among the  Hollingshead
socioeconom ic classes as follows: Class 1 = 4 (5%), C lass II = 2 (2%), Class 
III = 28 (35%), Class IV = 31 (39%), C lass V = 15 (19%). Thus, they 
rep resen ted  p rim arily  the low er and middle socioeconom ic classes.
Table 1 lists  dem ographic c h a ra c te r is tic s  sep ara te ly  for d iabetics and 
non-d iabetics. The tw o groups did not d iffer sign ifican tly  w ith resp ec t to  
age, rac ia l group, m arita l s ta tu s , or socioeconom ic class.
Procedure
P o te n tia l sub jects w ere given a b rie f  descrip tion  of the na tu re  of the 
study and the  da ta  co llection  procedures, a f te r  which they  provided th e ir 
w ritten  inform ed consent to  p a rtic ip a te . The d a ta  for the p resen t study 
w ere obtained  a t  sep ara te  individual sessions, using a s tru c tu re d  in terview  
fo rm a t. Interview  fo rm at was necessary  because o f the specia l problem s 
encountered  in assessing v isually-im paired individuals. Also, c lin ical 
experience  w ith th is population suggested  th a t  the  sub jec ts’ level of 
soph istication  with s tandard ized  se lf-re p o rt m easures was no t su ffic ien t to  
p e rm it adm in istra tion  in audio taped  form .
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Following the discussion of inform ed consent and signing of the  
consent form , sub jects were read  a se t of standard  in structions. N ext, the 
questionnaires w ere adm in istered  in a p redeterm ined  o rder, w ith the 
in terv iew er reading the individual instructions for each one before  
beginning. See Appendix D for the pro tocol for questionnaire 
adm in istra tion .
M easures
Severity  of visual loss. Degree of visual loss, as m easured by visual 
acu itie s  in both eyes, provided an objective m easure of s tresso r severity . 
Visual acu itie s  for all subjects w ere obtained during rou tine op tom etric  and 
ophthalm ological exam inations. The ICD-9 c lassifica tion  of im paired vision 
based on acu ity  of the b e tte r  eye with b es t achievable co rrec tion  was used:
1. M oderate visual im pairm ent (20/80 to  20/160),
2. Severe visual im pairm ent (20/200 to  20/400 or visual field 20 
degrees or less),
3. Profound visual im pairm ent (20/500 to  20/1000 or visual field 10 
degrees or less),
4. N e a r-to ta l visual im pairm ent (less than 20/1000 or visual field 5 
degrees or less),
5. T otal visual im pairm ent (no ligh t perception).
Scores th e re fo re  ranged from one to  five, w ith a higher score 
ind icating  m ore severe  visual im pairm ent. To be included in the study, 
sub jects had to  have a t  lea s t m oderate visual im pairm ent in the  b e tte r  eye 
w ith b es t co rrec tion .
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Type of d iab e tes . A tw o-category  c lassifica tion  o f d iabe tes was used. 
The clin ical c r i te r ia  o f Welborn, Garcia-W ebb, Bonser, McCann, and 
C onstable (1983) w ere used to distinguish Type I (IDDM) from  Type II 
(NIDDM) based on age a t  onset, p e rcen t of desirab le  body w eight, and length 
of tim e betw een diagnosis and insulin tre a tm e n t. Welborn e t  al. (1983) 
found th a t the com posite c r ite r ia  of age o f onset < 40 years , perm anen t 
insulin therapy  within 2 years o f diagnosis, and p e rcen t desirab le body 
w eight < 120% yielded the h ighest sensitiv ity , sp ec ific ity , and overall 
accu racy  (93%) in re flec tin g  serum  C -pep tide  s ta tu s  in d iabe tes.
This m ethod of classifying sub jects based on clin ica l c r i te r ia  has been 
recom m ended and used by o ther rec e n t resea rch e rs  (e.g ., Wilson e t  al., 
1986). Using a sim ilar m ethod of c lassifica tion  based on age o f onset and 
re la tiv e  w eight, Davis e t  al. (1987) found th a t  IDDM sub jects and insulin- 
using NIDDM subjects had m ore hospital adm issions and poorer glycem ic 
con tro l than did NIDDM sub jects who w ere not cu rren tly  using insulin. The 
Davis e t al. (1987) was an investigation  o f the  re liab ility  and valid ity  o f a 
newly developed m easure of ad justm en t to  d iabe tes, and th e  th re e  groups of 
d iabe tic  sub jec ts (IDDM vs. insulin-using NIDDM vs. non-insulin-using 
NIDDM) form ed the  c rite rion  groups for the  validation  of the  m easure.
Subjects in the cu rren t study w ere c lassified  as Type I (IDDM) if  they 
w ere diagnosed before  the  age of 40 and w ere p laced on perm anen t insulin 
therapy  within 2 years of diagnosis. Welborn e t  a l.'s  com posite  c r i te r ia  also 
classify  as Type I those diagnosed a fte r  age 40, if perm anen t insulin therapy  
was begun w ithin 2 years  and pe rcen t desirab le  body w eight is <120% . All 
o ther d iabetic  subjects w ere c lassified  as Type II (NIDDM).
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S e lf-ra ted  health  s ta tu s . A sim ple, four-point ra ting  was used as a 
m easure of overall health . ("How would you ra te  your overall health?" 
Poor = 0, fa ir  = 1, good = 2, or excellen t = 3.) This four-point ra tin g  is 
highly co rre la ted  with objective m easures of health  and is a b e tte r  p red ic to r 
of m o rta lity  than are  ob jec tive  m easures (Mossey & Shapiro, 1982).
Cognitive variab les. Appraisal of various aspects of illness was 
m easured using Turk e t  al.'s  (1986) Im plic it Models o f Illness Q uestionnaire 
(see Appendix E). The th ree  dimensions of Seriousness (coeffic ien t alpha = 
.92), Personal Responsibility (.91), and C ontrollability  (.79) w ere m easured. 
The fourth  dim ension, C hangeability  (.68) was om itted  from  consideration 
because it  is composed of only two item s and is th ere fo re  lim in ted  in 
re liab ility  in its  p resen t form  (Turk e t  a l., 1986). These fac to rs  were 
derived and then cross-validated  on sep ara te  sam ples drawn from the  sam e 
population and found to  be sensitive  to  group d iffe rences (e.g., p a tie n ts  vs. 
non-patien ts) (Turk e t  a l., 1986).
Exam ples of item s from the Seriousness scale include: "This illness 
requ ires m edical a tten tio n "  and "This illness goes away on its  own" 
(negatively  keyed). Item s from  the Personal Responsibility scale  include: 
"This illness is caused by a poor d iet" and "This illness is caused by s tress  or 
nerves." The C ontro llab ility  scale  contains such item s as: "This illness is 
con tro llab le  by the  individual" and "This illness is disabling" (negatively  
keyed).
The original instrum ent uses a 9-point scale  to  m easure degree of 
ag reem en t with the  various s ta te m e n ts  about illness. For ease  of oral 
adm in istra tion  with v isually-im paired sub jec ts, a 5-point scale  (strongly
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•agree = 5, agree  = 4, no opinion = 3, disagree = 2, strongly  disagree = 1) was 
used.
Coping. Coping e ffo r ts  w ere assessed by m eans of scales of the Ways 
of Coping C hecklist (WCCL; Folkm an &  Lazarus, 1980; V italiano e t al., 
1985; V italiano e t al., 1987; see Appendix F). The m easure has undergone 
severa l revisions and is becom ing widely used to  assess s tra te g ie s  for coping 
with s tressfu l encoun ters . R a ther than assessing genera l dispositions to  
cope in p a rticu la r ways, the  m easure requ ires th a t the sub jec t iden tify  a 
p a rticu la r s tre ssfu l even t and rep o rt the  various coping e ffo rts  used in th a t 
particu la r encounter. Four psychom etric  p roperties  of two versions of the 
m easure have been investiga ted  and rep o rted : the reproducib ility  o f the
fac to r s tru c tu re  of the  original sca les, the  in te rn a l consistency  re liab ilitie s  
and in te rco rre la tio n s  of the  orig inal and the  rev ised  scales, the  construc t 
and concurren t valid ity  of the  scales, and th e ir rela tionsh ips to  dem ographic 
fac to rs  (V italiano e t  al., 1985; V italiano e t  al., 1987).
The in strum en t has continued to  undergo re fin em en t and revisions, 
with a change in response fo rm a t from  "yes-no" to  a 4-point L ikert scale  in 
the new est version (0 = does no t app ly /no t used, 1 = used som ew hat, 2 = used 
quite  a b it, 3 = used a g re a t deal).
F ac to r analysis of the new est version of the WCCL (Folkm an, Lazarus, 
D unkel-S chetter, DeLongis, & Gruen, 1986) yielded eigh t scales: 
confrontive coping (six item s, e .g ., "expressed anger to  th e  person(s) who 
caused the  problem ," c o e ffic ien t alpha = .70); d istancing (six item s, e .g ., 
"refused  to  th ink about i t  too m uch," alpha = .61); se lf-co n tro l (seven item s, 
e.g ., " tried  to  keep my feelings to  m yself," alpha = .70); seeking social 
support (six item s, e .g ., " ta lked  to  som eone to  try  to  find out m ore about the
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s itu a tio n ,"  alpha = .76; accep ting  responsibility  (four item s, e .g ., "rea lized  I 
brought the problem  on m yself," alpha = .66); escape-avoidance (eight item s, 
e .g ., "wished the  situa tion  would go away or somehow be over w ith," alpha = 
.72); p lanful problem -solving (six item s, e .g ., "I made a plan o f ac tion  and 
followed it,"  alpha = .68); and positive reapp ra isa l (seven item s, e .g ., 
"changed or grew as a person in a good way," alpha = .79).
This version of the  Ways of Coping C hecklist was found to be sensitive 
to  d iffe ren ces  in coping betw een  sub jects high and low in depressive 
sym ptom atology (Folkm an & Lazarus, 1986), thus providing evidence for its 
concu rren t valid ity . Com m unity sub jec ts higher in depressive sym ptom s 
used m ore confron tive coping, se lf-co n tro l, escape-avoidance, and accep ted  
m ore responsib ility  than  did sub jects low in depressive sym ptom s. Also, 
c lear a g e -re la te d  d iffe rences in use of coping s tra te g ie s  have been found 
using th is version o f the m easure, w ith younger people using m ore ac tiv e , 
in te rpersonal, problem -focused  form s o f coping, and older people relying 
m ore on passive, em otion-focused  form s of coping (Folkm an e t  al., 1987).
Hopkins Symptom C hecklist (HSCL; Appendix G). This m easure of 
psychological sym ptom atology was developed by D erogatis, Lipman, Rickels, 
U hlenhuth, and Covi (1974). It is a widely used 58-item  scale  assessing a 
range of psychological sym ptom s. The HSCL has dem onstra ted  re liab ility  
and valid ity  (D erogatis e t  a l., 1974; Kanner e t  al., 1981) and is se lec ted  for 
the  cu rre n t study because i t  has been found to  be sensitive  to  the  presence 
of sym ptom s in nonpsychiatric  populations (R ickels, Lipm an, G arcia, & 
F isher, 1972; Uhlenhuth, Lipman, B alter, & S tern , 1974).
There a re  five sca les m aking up the  HSCL: som atiza tion , obsessive- 
com pulsive, in te rpersonal sensitiv ity , depression, and an x ie ty . C oeffic ien t
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alpha e s tim a tes  of in te rn a l consistency for the  five scales, respec tive ly , are  
0.87, 0.87, 0.85, 0.86, and 0.84. One week te s t - r e te s t  re liab ility  e s tim a tes  
are  0.82, 0.84, 0.80, 0.81, and 0.75 (D erogatis e t  al., 1974). Evidence for 
co n stru c t valid ity  has been provided by a series of fac to r analyses of the 
instrum ent using sam ples of p sych iatric  o u tp a tien ts  and random  com m unity 
sam ples (D erogatis e t al., 1974). C rite rio n -re la ted  valid ity  has been 
dem onstrated  with the  HSCL with the  finding of sign ifican t d iffe rences in 
sym ptom  levels betw een psych ia tric  and con tro l groups and by decreases in 
symptom  levels in p a tie n t groups a f te r  drug tre a tm e n t (D erogatis e t  a l., 
1974).
Bradburn A ffec t Balance S cale . Positive and negative  a f fe c t  subscales 
of the  Bradburn A ffec t B alance Scale (Bradburn, 1969) w ere used as 
sub jective m easures of psychological w ell-being (see Appendix H). Positive 
and negative a ffe c t  have been shown to  rep re sen t independent dimensions 
ra th e r  than negatively  associa ted  dimensions (Bradburn, 1969; W arr, B arte r, 
5c Brownbridge, 1983). The tw o dimensions rep ea ted ly  em erge in fac to r 
analyses of sub jective w ell-being scales (George, 1981). They w ere se lec ted  
for use in the  cu rren t study, in addition to  the  m ore sym ptom -focused 
HSCL, because se lf-rep o rted  genera l w ell-being re f le c ts  an im portan t 
aspec t o f psychological ad justm en t, conceptually  d istin c t from the  rep o rt of 
specific  psychological sym ptom s. Use of th is sca le  yielded tw o scores, a 
positive a f fe c t  score  and a negative  a f fe c t  score .
The A ffec t Balance Scale has been widely used in stud ies o f subjective 
w ell-being (Larson, 1978; George, 1981). It taps responden ts' experiences of 
positive and negative a ffe c tiv e  s ta te s  "during the  p as t few weeks". 
Bradburn (1969) rep o rted  one-w eek te s t - r e te s t  re liab ility  co effic ien ts  o f the
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.subscales as ranging from  .80 to  .97. In term s o f valid ity , both subscales 
sign ifican tly  d iscrim inate  betw een  norm al com m unity residen ts  and 
psych ia tric  o u tp a tien ts  (Moriwaki, 1974).
Beck Depression Inventory (BDI; Appendix I). Beck e t  a l.’s (1961) 
widely used se lf-re p o rt depression scale  was se lec ted  for use in the cu rren t 
study  to  provide a s tandard ized  m easure o f depression. In itia l e s tim a tes  of 
re liab ility  and valid ity  for th is in strum en t w ere rep o rted  by Beck e t  al. 
(1961) and by Beck (1967). More recen tly , evidence for its  re liab ility  and 
valid ity  in sam ples of older adults has been dem onstra ted  (G allagher, 
B reckenridge, S te inm etz , 3c Thompson, 1983; G allagher, Nies, 3c Thompson, 
1982). G allagher e t  al. (1982) repo rted  excellen t te s t - r e te s t  re liab ility  
e s tim a te s  for norm al elderly  individuals (r = .86) and for depressed elderly  
p a tien ts  who m et R esearch  D iagnostic C rite r ia  for depression (r = .79). 
C oeffic ien t alpha for these  tw o groups w ere .76 and .73, respec tive ly . 
G allagher e t al. (1983) found th a t  the  BDI is useful in classify ing elderly 
individuals w ith and w ithout m ajor depressive d isorder as defined by 
R esearch  D iagnostic C rite r ia . Only 16.7% of the  sam ple was m isclassified 
by the  custom ary  BDI c u to ff  score  o f eleven or g re a te r . The authors 
concluded th a t  th e re  was su ffic ien t evidence for the concurren t valid ity  of 
the  BDI w ith diagnostic  c r i te r ia  to  w arran t its  use in sam ples of older 
adu lts.
Instrum ental A ctiv ities  of Daily Living Scale (IADL; Appendix J). The 
IADL Scale (Lawton 3c Brody, 1969) assesses everyday functional 
com petence  in m anaging such daily tasks as use of telephone, shopping, food 
p repara tion , housekeeping, laundry, use of tran sp o rta tio n , m anagem ent of 
m edication , and ab ility  to  handle finances. It taps a m ore com plex level of
37
functioning than physical se lf-m ain tenance  (e.g ., feeding, dressing, e tc .) , 
accord ing  to  the au tho rs ' concep tual model of the  functioning and w ell-being 
of older people. The IADL scale  is p a rt of the  m ore ex tensive  Philadelphia 
G eria tric  C en ter M ultilevel A ssessm ent Instrum ent (Lawton, Moss, 
Fulcom er, <Jc Kleban, 1982) which assessed behavioral com petence in the 
dom ains of physical health , cognition, physical se lf-m ain tenance , 
in strum en ta l se lf-m ain ten an ce , e ffe c ta n c e , and social in te rac tio n . The 
in strum en t is one of the m ore widely used m ultidim ensional m easures for 
assessing the  behav ioral com petence of older people (H arel, Noelker, & 
Blake, 1985). Lawton e t  al. (1982) rep o rted  co e ffic ien t alpha to  be .91 and 
3-w eek te s t - r e te s t  re liab ility  to  be .73 for the  IADL subscale. Scores on the 
IADL subseale c o rre la ted  .91 w ith in te rv iew ers ' global ra ting  of 
com petence , which was used as a valid ity  c rite rio n .
In the  p resen t study, the  com petence score  was based on the sub jec t's  
se lf-re p o rt o f his hab itua l a c tiv ity  a t  hom e in m anaging tasks in the various 
a reas  (telephone use, food p repara tion , shopping, m edication m anagem ent, 
e tc .) . The item s a re  scored such th a t  higher scores r e f le c t  increasing 
d isab ility . A to ta l of a ll item s was obtained to  yield one score  of overall 
d isab ility .
i
S ta tis tic a l Analyses
The d a ta  w ere analyzed by a series of m u ltivaria te  analyses, including 
canonical co rre la tion  analyses. Canonical co rre la tion  analysis is appropria te  
because the  p resen t study investiga ted  in te rre la tionsh ips among m ultiple 
independent m easures and m ultip le dependent m easures. The analyses 
allow ed exam ination o f the rela tionsh ips of s tre sso r, cogn itive , and coping
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variab les (both individually and in com bination) to  m ultiple m easures of 
ad justm en t.
There w ere th ree  se ts  of independent variab les: s tresso r variab les, 
cognitive variab les, and coping variab les. The stresso r variab les w ere 
duration  and type of d iabe tes  (IDDM vs. NIDDM) and duration and severity  
of visual loss. The cognitive variab les in the d iabetic  sub jects w ere 
perceived  personal responsibility  for illness, seriousness of illness, and 
con tro llab ility  of illness. The coping variab les w ere e ight dim ensions which 
describe qua lita tive ly  d iffe re n t coping s tra te g ie s .
There w ere five dependent variab les m easuring severa l aspects of 
ad justm ent: the Hopkins Symptom C hecklist (HSCL), the  Beck Depression 
Inventory (BDI), Positive  A ffec t and N egative A ffec t sca les, and the  
Instrum en tal A ctiv ities of Daily Living Scale (IADL).
Analyses in the d iabe tic  group. In the  d iabe tic  group, a series  of seven 
canonical co rre la tion  analyses w ere com puted as follows:
(1) S tressor variab les and ad justm en t variab les. D uration and 
severity  o f visual loss and duration  and type of d iabetes w ere en te red  as 
independent variab les and the five ad justm en t variables (HSCL, BDI, 
Positive a ffe c t, N egative a f fe c t,  and IADL) w ere en te red  as the dependent 
s e t.
(2) Cognitive variab les and ad justm en t variab les. Sim ilarly, a 
canonical analysis was perfo rm ed  with cognitive variab les en te red  as a se t 
and ad justm en t m easures as the o ther s e t. The cognitive variab les were 
personal responsibility  for illness, illness seriousness, and illness 
con tro llab ility .
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(3) Coping variab les and ad justm en t variab les. N ext, coping 
variab les w ere en te red  as one se t with ad justm en t variab les as the  o ther se t.
(4) S tressor, cognitive , and ad justm en t variab les. S tressor and
cognitive variab les w ere en te red  to g e th e r as the  independent s e t  with 
ad ju stm en t m easures as b e fo re  being the  dependent se t.
(5) S tresso r, coping, and ad justm en t variab les. S tressor and coping 
variab les w ere en te red  to g e th e r as the  independent se t with ad justm ent 
m easures the dependent se t.
(6) C ognitive, coping, and ad justm en t variab les. Cognitive and
coping variab les w ere en te red  to g e th e r as the  independent se t with 
ad ju stm en t m easures the  dependent se t.
(7) S tressor, cognitive , coping, and ad justm en t variab les. For the 
final canonical co rre la tion  analysis in the d iabetic  d a ta  s e t, all s tresso r, 
cognitive, and coping variab les w ere en te red  as one se t w ith the  ad justm ent 
m easures as the dependent s e t. The resu lt was a canonical function which 
accoun ted  for the maximum am ount o f the rela tionsh ip  betw een  s tresso r, 
cogn itive , and coping variab les (together) and psychological ad justm en t.
Analyses in the  e n tire  sam ple. A series  of th ree  canonical co rre la tion  
analyses was com puted as. follows:
(1) S tressor variab les and ad ju stm en t v ariab les. D uration and
sev erity  o f vision loss and group m em bership (d iabetic  vs. nondiabetic) w ere 
e n te red  as the  independent s e t, w ith ad justm en t m easures as the dependent 
se t.
(2) Coping variab les and ad justm en t variab les. The eigh t coping 
variab les w ere en te red  as the  independent s e t w ith ad justm en t variables as 
th e  dependent s e t.
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(3) S tressor, coping and ad justm ent variab les. S tressor and coping 
variables w ere en te red  to g e th e r as the  independent se t with ad justm en t 
variab les as the dependent s e t.
Analyses om itting  d iabe tes variab les. To determ ine  w hether s tresso r 
and coping variab les w ere re la te d  to  ad justm ent regard less of the presence 
o f d iabetes, two final canonical analyses w ere com puted as follows:
(1) S tressor variab les and ad justm en t v ariab les. . D uration and 
severity  of vision loss w ere en te red  as the  independent s e t, with ad justm ent 
variables as the  dependent s e t.
(2) S tressor, coping, and ad justm ent variab les. D uration and severity  
of vision loss and coping variab les w ere en te red  to g e th e r as the  independent 
se t  w ith ad justm ent variab les as the dependent se t.
Results
Vision and Illness C h aracte ris tic s  of the  Subjects
The subjects exhibited  the en tire  range of vision im pairm en t from 
m oderate  im pairm ent to  to ta l blindness as follows: m odera te  visual
im pairm ent (n = 24, 30%), severe visual im pairm ent (n = 26, 32%), profound 
visual im pairm ent (n = 9, 11%), n e a r- to ta l visual im pairm ent (n = 15, 19%), 
and to ta l  blindness (n = 6, 8%). T herefore, 38% of the  sam ple had profound 
im pairm ent or worse, while 62% had m odera te  to  severe  visual im pairm ent.
Table 2 contains means and standard  deviations on a num ber of vision 
and illness c h a ra c te r is tic s  o f  the sub jec ts. The th re e  groups d iffered  
significantly  in years since onset of vision loss, F (2,77) = 3.12, £ <  .05. Post 
hoc lea s t squares means ind ica ted  th a t  nondiabetics had vision loss of longer 
duration than  both groups of d iabetics. The two groups of d iabe tic  c lien ts  
did not d iffer on leng th  of tim e  since onset of vision loss.
The th ree  groups d iffe red  significantly  with resp e c t to  sev erity  of 
vision loss, F (2,77) = 3.49, £ < .0 5 . IDDM sub jec ts had b e tte r  rem aining 
vision than both NIDDM sub jects and nondiabetics, who did not d iffer 
sign ifican tly  from  each o ther.
As expected  by group defin ition , the  IDDM sub jects had had d iabetes 
sign ifican tly  longer than  NIDDM sub jects, Jt (38) = 3.7, p <.005. With resp ec t 











D uration of vision 
loss, years 9.0a (7.4) 4.9b (3-3) 5.8b (5-3)
Severity  of vision loss 2.4(3 (1.3) 1.5a (0.5) 2.7b d -4 )
D uration of d iabetes, 
years
----- 30.5a (6.4) 20.3b (8.2)
S e lf-ra ted  health  
s ta tu s 1.9a (0.8) 1.0b (1.0) 1.2b (0-79)
N ote. IDDM = Insulin-dependent d iabetes m ellitus; NIDDM = Non-insulin- 
dependent d iabetes m ellitus. Means with d iffe ren t subscrip t le t te r s  d iffer 
sign ificantly  (p <.05).
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both IDDM and NIDDM sub jec ts, who did not d iffe r from each o ther, F (2,77) 
= 8.30, £<.0005.
The IDDM subjects (n = 11) w ere, by defin ition , a ll cu rren tly  being 
tre a te d  with insulin. There w ere 29 NIDDM sub jects. A m ajority  of these (n 
= 19), while classified  by c lin ical c r ite r ia  as NIDDM, w ere nevertheless 
being m aintained on insulin to  con tro l hyperglycem ia. The rem aining 10 
NIDDM sub jects w ere tre a te d  with e ith e r oral hypoglycem ic agents or d ie t 
regim ens. Type II, or NIDDM, d iabetes is commonly tre a te d  w ith insulin, 
and o ther stud ies of both groups of d iabetics (e.g., Davis e t a l., 1987; 
K irkley & F isher, 1988) also rep o rt high ra te s  of insulin use in NIDDM 
sub jects.
Coping and A djustm ent Scores
Table 3 displays coping scale  scores for the th ree  groups. For each 
scale , a  sub jec t's  raw  score was divided by the num ber of item s on the  scale , 
to  c o rre c t for d ifferences in scale  length  am ong the  various coping scales. 
A one-w ay (nondiabetic vs. IDDM vs. NIDDM) m u ltivaria te  analysis of 
variance  (MANOVA) was com puted on the  eigh t coping scale  scores. The 
overall group e ffe c t was nonsignificant, indicating th a t  th e re  w ere no group 
d iffe rences in the  repo rted  use of the  various coping s tra te g ie s . The 
sub jects as a whole repo rted  using coping s tra te g ie s  to  deal with blindness in 
the  following order o f frequency: positive reappra isa l, se lf-con tro l,
d istancing , p lanful problem -solving, seeking social support, confrontive 
coping, escape-avoidance, and accep ting  responsibility . See Table 4 for 
m eans and standard  deviations of the  coping scales for the e n tire  sam ple.
Table 5 displays the  m eans and standard  deviations of the ad justm ent 
m easures for the  th ree  groups. A one-w ay MANOVA was perform ed on the
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Table 3.









C onfrontive coping 0.72 (.45) 0.65 (.42) 0.58 (.30)
D istancing 1.39 (.48) 1.18 (.80) 1.20 (.51)
S elf-contro l 1.41 (.55) 1.34 (.46) 1.30 (.59)
Seeking social support 1.17 (.58) 1.36 (.54) 1.22 (.71)
A ccepting responsibility 0.51 (.48) 0.41 (.54) 0.69 (.65)
Escape-avoidance 0.69 (.52) 0.59 (.51) 0.57 (.50)
Planful problem -solving 1.28 (.53) 1.08 (.64) 1.21 (.68)
Positive reapp ra isa l 1.49 (.65) 1.22 (.74) 1.46 (.85)
N ote. IDDM = Insulin-dependent d iabetes m ellitus; NIDDM = Non-insulin- 
dependent d iabetes m ellitus.
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Table 4.
Coping scores for sam ple as a whole.
Coping Scale M SD
C onfrontive coping 66.0 (39.8)
Distancing 129.3 (54.5)
Self-con tro l 136.3 (54.9)
Seeking social support 121.6 (61.8)
A ccepting responsibility 56.2 (55.9)
Escape-avoidance 63.3 (50.7)
Planful problem -solving 122.5 (60.1)
Positive reappra isa l 144.3 (73.5)
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Table 5.
Means, M, and standard  deviations, (SD), of ad justm ent scores.
N on-diabetics IDDM NIDDM
M easure n = 40 n = 11 n = 29
HSCL, to ta l  score 79.5 (18.2) 88.2 (22.9) 85.3 (20.6)
Som atization 16.6 (4.7) 19.6 (7.2) 19.1 (6.6)
Obsessive-com pulsive 12.8 (4.3) 14.8 (4.8) 12.8 (3.8)
In terpersonal sensitiv ity 8.8 (2.0) 9.7 (2.7) 9.9 (3.1)
Depression 14.3 (3.8) 14.7 (3.7) 15.6 (5.4)
Anxiety 7.3 (1.7) 8.4 (2.8) 7.9 (2.3)
Positive A ffec t 7.2a (1.9) 6.0b (2.7) 5-9b (2.8)
N egative A ffec t 4.1 (2.4) 4.8 (3.3)1 3.7 (2.5)
BDI 5.5 (5.2) 9.3 (7.9) 8.0 (8.9)
IADL 14.9a (4.1) 18.6b (5.1) 19.4b (5.6)
N ote . IDDM = Insulin-dependent d iabetes m ellitus, NIDDM = Non-insulin- 
dependent d iabetes m ellitus; HSCL = Hopkins Symptom C heck list; BDI = 
Beck Depression Inventory; IADL = Instrum ental A ctiv ities  of Daily Living. 
Means with d iffe re n t subscrip t le t te r s  d iffe r sign ifican tly  (p< .05 ).
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five overall ad justm ent m easures: to ta l  Hopkins Symptom C hecklist score , 
Positive a ffe c t, N egative a ffe c t, BDI score, and Instrum ental A ctiv ities of 
Daily Living sco re . Wilks' lam bda was used as the c rite rio n  for in te rp re tin g  
the  MANOVA. A sign ifican t overall group e f fe c t  was found, F (5,74) = 2.46, 
g / , 0 5 .  U nivariate  analyses of the individual m easures ind icated  a 
s ta tis tic a lly  sign ifican t group e ffe c t  for Positive a ffe c t, F (1,78) = 4.31, 
£ < .0 5 , and for Instrum en tal A ctiv ities o f Daily Living, F (1,78) = 10.89, 
£< .005. Both groups of d iabetics expressed significantly  less positive a ffe c t  
and w ere sign ificantly  more disabled than nondiabetics.
Canonical C orrelation  Analyses
The analyses involve deriving linear com binations of both  p red ic to r 
and crite rion  variables such th a t  the co rre la tion  betw een the  two linear 
com binations is m axim ized. The two linear com binations a re  known as the 
canonical v a ria tes . The co rre la tion  co effic ien t betw een the  tw o linear 
com binations (variates) is called  the canonical co rre la tion  and rep resen ts  
the s treng th  of the rela tionship  betw een the v a ria te s . The squared 
canonical co rre la tion  re f le c ts  the am ount of variance  in one v a ria te  
accounted  for by the o ther v a ria te . Successive pairs of v a ria te s  (functions) 
continue to  be e x tra c te d , each  pair accounting for the maximum am ount of 
the relationship  betw een p red ic to r and crite rion  variab les which was not 
accounted  for by the  f irs t pair of v a ria tes .
To decide which canonical functions to  in te rp re t, one te s ts  the 
sign ificance o f the  canonical co rre la tions and observes the  m agnitude o f the 
squared canonical co rre la tions. In order to  in te rp re t the  m eaning of the 
canonical functions, one re lies  on the  canonical loadings (the sim ple 
co rre la tion  betw een the original variable and the  se t's  canonical v a ria te ) .
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S tressor and ad ju stm en t variab les for the  e n tire  sam ple. Table 6
displays the  resu lts  of the  analysis re la tin g  s tresso r variab les to  ad justm ent 
variab les for the e n tire  sam ple of d iabetics and nondiabetics. Of the  th ree  
functions e x tra c te d , one was s ign ifican t, using Wilks' lam bda to  evaluate  the 
sign ificance of the obtained  canonical co rre la tions. The value of the 
canonical co rre la tion  re la tin g  stresso r and ad justm en t values was .524. The 
squared canonical co rre la tion  (the canonical root) of .275 ind icates th a t the 
shared variance betw een  the  linear com posites of s tre ss  and ad justm ent 
variab les was approxim ately  27%.
Inspection of the canonical loadings shows th a t  presence o f d iabetes 
and m ore rec e n t onset o f visual loss w ere associa ted  with disability  in daily 
a c tiv itie s  and a decreased  sense of positive w ell-being.
Coping and ad justm en t variab les. The canonical analysis re la tin g  
coping variab les to  ad ju stm en t is p resen ted  in Table 7. Again, one 
s ign ifican t function was e x tra c te d  using Wilks' lam bda to  evaluate  
sign ificance. The obtained canonical co rre la tion  was .628 (canonical ro o t = 
.394). The shared variance  betw een the  tw o com posites o f coping and 
ad justm en t variab les is, thus, 39%.
Inspection o f the  canonical loadings shows th a t  escape-avoidance, 
accep ting  responsib ility  for the  problem , and an absence of both problem ­
solving and confrontive coping w ere m ost highly associa ted  with the 
canonical function . These modes of coping w ere associated  with a 
dim inished sense o f positive w ell-being, depressive sym ptom s, functional 
d isab ility , and negative  a f fe c t .
S tressor, coping, and ad justm en t variab les. A th ird  analysis (see Table 
8) en te red  both s tresso r and coping variab les as the  independent se t with
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Table 6.
Canonical analysis re la tin g  s tresso r variab les to  ad justm ent, N = 80. 
C orrela tions betw een s tresso r variab les and th e ir canonical function
S tressor variables Canonical Function 1
D uration vision loss -  .655*
Severity  vision loss .402
Group .710*
C orrelations betw een  ad justm en t variab les and th e ir canonical function
A djustm ent variables Canonical Function 1
HSCL .298
Positive a ffe c t -  .562*






Value of F 1.966
D egrees of freedom 15.000
Level of significance .019
N ote . A co rre la tion  of .45 or g rea te r , as shown by aste risk s, was used for 
in te rp re tin g  the  m eaning of each  canonical function.
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Table 7.
Canonical analysis re la tin g  coping variab les to ad justm ent, N = 80.
C orrela tions betw een  coping variab les and th e ir canonical function
Coping variables Canonical Function 1
C onfrontive coping -  .451*
Distancing -  .293
Self-contro l -  .225
Seeking social support -  .058
A ccepting responsibility .490*
Escape-avoidance .576*
Planful problem -solving -  .644*
Positive reappra isa l -  .364
C orrelations betw een  ad justm en t variables and th e ir canonical function
A djustm ent variables Canonical Function 1
HSCL .363
Positive a ffe c t -  .749*






Value of F 1.788
D egrees of freedom 40.000
Level o f significance .004
N ote. A co rre la tion  of .45 or g re a te r , as shown by aste risk s, was used for
in te rp re tin g  the m eaning o f each  canonical function.
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Table 8.
C anonical analysis re la tin g  s tre sso r and coping variab les to  ad justm ent, 
N = 80.
C orrelations betw een  stresso r and coping variables 
and th e ir  canonical function
S tressor and 
coping variables Canonical Function 1
Stressor
D uration vision loss -  .497*
Severity  vision loss .176
Group .487*
Coping
C onfrontive coping -  .376
Distancing - .265
S elf-con tro l -  .190
Seeking social support -  .045
A ccepting responsibility .456*
Escape-avoidance .480*
Planful problem -solving -  .555*
Positive reappraisal -  .299
tab le  continued on nex t page
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Table 8 -  continued.
C orrelations betw een ad justm ent variables and th e ir canonical function
A djustm ent variables Canonical Function 1
HSCL .405
Positive a ffe c t -  .715*






Value o f F 1.773
D egrees of freedom 55.000
Level of significance .001
N ote. A co rre la tion  of .45 or g rea te r , as shown by asterisks, was used for 
in te rp re tin g  the  m eaning of each  canonical function.
53
ad justm ent variab les as the dependent se t. As in the  two previous analyses, 
only the f irs t canonical function was found to  be sign ifican t. The canonical 
co rre la tion  was .705 (canonical roo t = .497). The am ount of shared variance 
betw een the com posite of s tresso r and coping variab les and the  com posite  of 
ad justm ent variab les is a lm ost 50%.
The co rre la tions betw een  the variab les and th e ir functions ind icate  
th a t  presence of d iabetes, re c e n t onset of vision loss, escape-avoidance, 
accep ting  responsibility  for the  vision loss, and absence of p lanful problem ­
solving con tribu ted  m ost heavily to  the function. These variab les w ere 
associa ted  with the com bination of d isability  in daily a c tiv itie s , dim inished 
sense o f positive w ell-being, and sym ptom s of depression.
C anonical analyses in the  d iabetic  sam ple. A series  of seven analyses 
re la tin g  s tresso r, cognitive, and coping variab les (individually and in various 
com binations) to  the  ad justm en t variab les was perfo rm ed  on th e  d a ta  from 
the d iabetic  sam ple. None o f these canonical analyses reached  s ta t is t ic a l  
sign ificance. Table 9 contains a sum m ary o f the  resu lts  o f these  seven 
analyses. In each  analysis, the  canonical co rre la tio n  rep o rted  is the  
canonical R for the f irs t canonical function e x tra c te d . Although none of 
these analyses reached  s ta t is t ic a l  s ign ificance, the  p a tte rn  of resu lts  was 
generally  consisten t with th a t  found in the analyses corrjputed on the  e n tire  
sam ple. For exam ple, the  canonical co rre la tion  re la tin g  coping variab les to  
ad justm ent was .699 and the p a tte rn  o f co rre la tions  showed th a t  escape- 
avoidance coping, a lack o f  p lanful problem -solving, and accep ting  
responsibility  for vision loss w ere associa ted  w ith d isab ility , a dim inished 
sense o f positive w ell-being, and depressive sym ptom s. The resu lts  o f the
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.Table 9.
Sum m ary of canonical co rre la tions  in d iabetic  sam ple, N = 40.
Canonical Canonical P robability  
Variables en te red  C orrela tion  Root Level
S tressor and A djustm ent
C ognitive and A djustm ent
Coping and A djustm ent
S tressor, Cognitive 
and A djustm ent
S tressor, Coping, and A djustm ent
C ognitive, Coping, and 
A djustm ent
S tressor, C ognitive, Coping 









canonical analyses in the d iabetic  sam ple are  found in Appendix Tables K -l 
through K-7 .
Sum m ary of resu lts  of canonical analyses. Within the sam ple as a 
whole, th ree  sign ifican t canonical co rre la tions w ere found (see Table 10). 
S tressor and ad justm ent variables form ed linear com posites which were 
sign ificantly  co rre la ted  (0.52) and which had 27.5% shared variance . Coping 
and ad justm en t variab les w ere sign ifican tly  c o rre la ted  (0.63) and had 39.4% 
shared variance . The la rg es t canonical co rre la tion  (0.70) was found when 
s tresso r and coping variab les (together) w ere re la te d  to  ad justm en t. The 
shared variance  betw een s tre sso r and coping variab les to g e th e r and 
ad justm en t was 49.7%. The p a tte rn  of canonical loadings for individual 
s tre sso r, coping and ad justm en t variables suggested th a t d isability  in daily 
a c tiv itie s , a diminished sense of positive well-being, and sym ptom s of 
depression w ere all associa ted  with having d iabetes and vision loss of re c e n t 
onset and w ith escape-avoidance coping, accep ting  responsibility  for the 
vision loss, and an absence o f p lanful problem -solving.
When canonical analyses w ere perform ed on the d iabetic  sam ple alone, 
th e re  w ere no s ign ifican t functions. Thus, w ith presence of d iabe tes held 
constan t, the  rem aining s tresso r variab les (type and duration of d iabetes and 
sev erity  and duration of visual loss) w ere not sign ificantly  re la te d  to  
ad justm en t variab les. S im ilarly, cognitions about th e ir illness (seriousness, 
personal responsibility , and contro llab ility ) among d iabetics w ere not 
s ign ifican tly  associa ted  with ad justm ent variab les. And, th e re  w ere no 
sign ifican t canonical functions re la tin g  coping s tra te g ie s  to  ad ju stm en t in 
the d iabetic  sam ple.
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Table 10.
Sum m ary o f sign ifican t canonical co rre la tions in en tire  sam ple, N = 80.




Root % shared variance
Stressor and A djustm ent .524 .275 27.5%
Coping and A djustm ent .628 .394 39.4%
Stressor, Coping and A djustm ent .705 .497 49.7%
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Because the canonical analyses ind icated  a re la tiv e ly  strong  
association betw een presence o f d iabetes and ad justm en t, an additional two 
canonical analyses on the en tire  sam ple were com puted, th is tim e om itting  
group (nondiabetic vs. NIDDM vs. IDDM) as a s tre sso r variab le . These 
analyses allowed for exam ination of the  rela tionships among the rem aining 
stresso r variables, the  coping variables, and ad justm en t, with the e ffe c t  of 
diabetes rem oved from consideration . The canonical analysis re la tin g  the  
rem aining stresso r variab les (duration and severity  of visual loss) to 
ad justm ent now failed  to  reach  significance. The analysis re la tin g  the 
rem aining stresso r and coping variables (together) to  ad justm en t showed the 
sam e p a tte rn  of resu lts  as previously: rec e n t onset o f visual loss, a lack of 
problem -solving, escape-avoidance coping, and accep ting  responsibility  for 
the problem  were all re la te d  (R = .65) to d isability  in daily ac tiv itie s , poor 
sense of positive w ell-being, and depressive sym ptom s. T herefore, duration 
and severity  o f visual loss alone as s tresso r variab les failed to  show a 
sign ifican t relationship  with ad justm ent. However, w ith coping variab les 
also in the analysis, the size of the overall rela tionsh ip  was very close to  
th a t found when group (nondiabetic vs. NIDDM vs. IDDM) and duration of 
d iabetes w ere included as s tresso r variab les (R = .70). It is concluded th a t 
p resence of d iabetes was the m ost im portan t of the s tre sso r variab les in 
accounting for ad justm ent. However, the  association betw een  the  o ther 
s tresso r and coping variab les (together) and ad justm en t rem ained  high when 
group was dropped from the  analysis, indicating th a t  the  overall re la tio n  was 
not purely a function o f group m em bership (see Table 11).
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Table 11.
Canonical analyses with d iabetes variables om itted , N = 80.
C orrela tions betw een  stresso r and coping variables 
and th e ir  canonical function
Stressor and 
coping variab les Canonical Function 1
Stressor
D uration vision loss -.530*




S elf-con tro l -.225
Seeking social support -.049
A ccepting responsibility .483*
Escape-avoidance .546*
Planful problem -solving -.619*
Positive reappra isa l -.343
tab le  continued on nex t page
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Table 11 -  continued
C orrela tions betw een  ad justm ent variab les and their canonical function
A djustm ent variables Canonical Function 1
HSCL .358
Positive a ffe c t -.717*






Value of F 1.667
D egrees of freedom 50
Level of sign ificance .005
N ote . A co rre la tion  of .45 or g re a te r , as shown by asterisks, was used for 
in te rp re tin g  the  m eaning of each canonical function.
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Simple C orrela tions.
The sim ple co rre la tions betw een the  stresso r and coping variab les and 
the  ad justm en t variables may be found in Appendix Table K -8. The sim ple 
co rre la tions  w ere generally  o f low m agnitude. E scape-avoidance coping was 
m ost consisten tly  associa ted  with m easures of ad justm en t, followed by 
accep ting  responsibility  for vision loss, and problem -solving. Simple 
co rre la tions betw een s tresso r variables and ad justm en t showed th a t 
p resence  o f d iabetes and re c e n t vision loss w ere both associa ted  with 
functional d isab ility .
Cognitions about illness am ong the  d iabetic  sub jec ts .
The IDDM and NIDDM sub jects did not d iffer sign ifican tly  in th e ir 
percep tions of the seriousness or the con tro llab ility  of their illness. 
However, IDDM sub jects expressed more personal responsibility  for 




Cognitions about illness in d iabe tic  sub jec ts, m eans, M, and standard  
deviations, (SD).
IDDM NIDDM t
Seriousness 41.3 (3.6) 40.1 (4.2) -0.91
Personal responsib ility 33.0 (5.2) 27.8 (6.4) -2.37*
C ontro llab ility 15.5 (1.5) 14.8 (2.1) -1.16
N ote . IDDM = Insulin-dependent d iabetes m ellitus; NIDDM = Non-insulin- 
dependent d iabetes m ellitus. Degrees of freedom  for a ll t  te s ts  w ere 38.
* £ < .0 5
Discussion
The purpose of this study  was to  investiga te  psychological coping and 
ad ju stm en t in individuals w ith adu lt-onse t loss of vision. R ecen t s ta tis tic s  
show th a t  d iabetes, which a ffe c ts  millions o f A m ericans, is the  leading 
cause o f new blindness in adulthood (Morse e t  a l., 1987). F urtherm ore , the 
to ta l num ber (from any cause) of severe ly  v isually-im paired older persons in 
th is coun try  g rea tly  exceeds previous es tim a tes  (Nelson, 1987). 
N evertheless, few studies to  d a te  have exam ined the psychosocial im pact of 
d iabe tes  and severe  visual im pairm en t.
This investigation  exam ined the re la tiv e  contribu tions o f s tresso r, 
cognitive , and coping variab les to ad justm en t across severa l dom ains: 
general and specific  psychological sym ptom atology, se lf-rep o rted  w ell­
being, and perform ance of everyday  adap tive  tasks. A prim ary finding was 
th a t  s tre sso r c h a ra c te r is tic s  as well as coping s tra te g ie s  were sign ificantly  
and highly associa ted  with ad ju stm en t in v isually-im paired adu lts. In te rm s 
o f c h a ra c te r is tic s  of the s tre sso r, the  presence of d iabetes and vision loss of 
rec e n t onset w ere assoc ia ted  w ith d isab ility  in everyday a c tiv itie s , a 
dim inished sense of positive w ell-being, and sym ptom s of depression. The 
coping s tra te g ie s  of escape-avo idance , accep ting  responsibility  for the  
vision loss, and a lack  o f p lanful problem -solving w ere sim ilarly  associa ted  
with th e  sam e ind icato rs o f poor ad justm en t. Although the presence of
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d iabe tes was strongly  re la te d  to ad ju stm en t, the d a ta  showed th a t th is 
variab le  alone did not accoun t for the strong  overall co rre la tion  betw een 
s tresso r and coping variab les and ad justm en t.
The fa ilu re  to  find a s ign ifican t canonical co rre la tion  in the d iabetic  
sam ple was possibly due to  in su ffic ien t s ta t is t ic a l  power w ith a sam ple size 
o f fo rty  sub jec ts. This conclusion is reached  because nearly  a ll of the o ther 
analyses (using all e igh ty  subjects) showed sign ifican t canonical co rre la tions. 
Even when group m em bership, which con tribu ted  heavily to  the canonical 
functions, was om itted  from the analysis, s tresso r and coping variables 
form ed a  linear com posite  sign ifican tly  and highly re la te d  to  ad justm ent. In 
these  analyses, the  sam ple size  was large enough to provide su ffic ien t 
s ta t is t ic a l  pow er. Although none o f the canonical co rre la tions in the 
d iabe tic  sam ple w ere s ta tis tic a lly  s ign ifican t, they w ere generally  as large 
or la rg e r than  those observed in the sam ple as a whole. F u rtherm ore , the 
in te rp re ta tio n  of the functions was consisten t with those found using the 
larger sam ple. T herefore, i t  is likely th a t with a larger sam ple o f d iabetic  
sub jec ts, sign ifican t and m eaningful canonical functions would also be found.
The d a ta  ind ica ted  th a t  having d iabetes and re c e n t vision loss were 
m ost highly c o rre la ted  with poor ad justm en t, and th a t  poor ad justm en t as 
m easured  here prim arily  re f le c te d  decreased  ab ility  to  perform  everyday 
ac tiv itie s  such as using the telephone, shopping, housekeeping, m anaging 
m edication , handling finances, e tc . It is in te restin g  th a t  sev erity  of visual 
im pairm ent was re la tiv e ly  less im portan t as a s tresso r variab le . With the 
o ther s tre sso r and coping variab les in the  canonical analysis, the 
con tribu tion  of severity  of vision loss to  the function was nonsignificant. 
Also, when group d iffe rences  w ere exam ined, d iabe tics  showed more
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disab ility  in daily ac tiv itie s  even though IDDM sub jects had b e tte r  rem aining 
vision than e ith e r NIDDM sub jects or nondiabetics. These d a ta  suggest th a t 
degree  of visual im pairm en t is not as im portan t as o ther variab les in 
accoun ting  for com petence  in m anaging daily  ac tiv itie s  and em otional well­
being.
Coping variab les w ere also found to  be highly c o rre la ted  with 
ad ju stm en t. Coping through escape-avoidance, accep ting  responsibility  for 
blindness, and fa ilu re  to  engage in planful problem -solving w ere m ost highly 
associa ted  w ith a poor sense of w ell-being, depressive sym ptom s, and 
d isab ility  in daily a c tiv itie s . This p a tte rn  of findings, especially  as it  re la te s  
to  depressive sym ptom s, is consisten t with resu lts  of o ther stud ies 
exam ining coping and ad justm en t in com m unity and clinic sam ples (Billings 
& Moos, 1984; Folkm an & Lazarus, 1986; Folkm an, Lazarus, e t al., 1986; 
M itchell e t  al., 1983; V italiano e t al., 1985, 1986). The resu lts  of these 
stud ies and the cu rren t one ind ica te  th a t  escape-avoidance coping and 
accep tin g  m ore responsibility  for the problem  situa tion  w ere assoc ia ted  with 
depression. Also, depression was inversely re la te d  to  problem -solving 
s tra te g ie s . The p a tte rn  o f resu lts  re la tin g  coping s tra te g ie s  to  ad justm ent 
in the  c u rre n t study w ere consis ten t with those o f Felton  and Revenson 
(1984) and F elton  e t  al. (1984) who assessed coping in adu lts faced  w ith 
d iverse chronic illnesses. Again, avoidance and self-b lam e w ere found to  be 
asso c ia ted  w ith poor ad justm en t while problem -focused s tra te g ies  
(in fo rm ation-seek ing , in the  Revenson e t a l. studies) w ere associa ted  with 
b e t te r  ou tcom e.
This study was the f ir s t  to  sy stem atica lly  assess coping s tra te g ie s  in 
individuals losing the ir eyesight in adulthood. They w ere asked to  rep o rt
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th e ir  coping behaviors to  deal with vision-im pairm ent or blindness. In order 
o f th e ir  frequency  o f use, the  subjects repo rted  positive reappra isa l, se lf-  
co n tro l, d istancing, p lanful problem -solving, seeking social support, 
con fron tive  coping, escape-avo idance, and accep ting  responsibility . 
T h erefo re , e ffo rts  to  discover new m eaning or positive aspec ts  of the  loss 
a re  com m on in th is group as a re  e ffo rts  to  reg u la te  em otions. Positive 
rea p p ra isa l re f le c te d  such s tra te g ie s  as "I red iscover w hat is im p o rtan t in 
life "  and "I am inspired to  do som ething c rea tiv e ."  Self-con tro l re fe rre d  to  
both  em otional con tro l ("I try  to  keep my feelings from  in te rfe rin g  with 
o th e r  things too much") and behavioral regu lation  ("I try  not to  a c t  too 
h astily ,"  and "I go over in my mind w hat I will say or do"). On the o ther 
hand, escape-avoidance and accep ting  responsibility  w ere endorsed with 
much less frequency in this group. The inescapable n a tu re  of serious vision 
loss probably accounted  in p a rt  for the low ra te  of re liance  on avoidant 
s tra te g ie s . Subjects frequen tly  com m ented th a t  vision loss is such th a t  "You 
can never g e t away from  it,  it 's  always there ."  How ever, in addition to  
behav io ra l avoidance, this scale  also contained  a num ber of item s re f lec tin g  
w ishful-th inking or fan tasy  ("I have fan tasies  about how things m ight turn  
out") and endorsem ent of item s on th is scale  was associa ted  with poor 
ou tcom e. Sim ilarly, accep ting  blam e ("I rea lize  I brought the  problem  on 
m yself") was infrequently  rep o rted  and was associa ted  w ith poor ad ju stm en t.
In sum m ary, coping in th is population m ore frequen tly  involved e ffo rts  
to  re in te rp re t  the vision loss in the co n tex t of one's life  and to  reg u la te  
em otions and behavior. Self-b lam e for the problem  and escape-avoidance 
w ere re la tiv e ly  less com m on. The m ore behavioral and problem -focused 
s tra te g ie s  (problem -solving, seeking social support, and confrontive coping)
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w ere endorsed a t  an in te rm e d ia te  level o f frequency . It appears th a t 
individuals respond to  serious loss o f vision p rim arily  by a tte m p tin g  to 
reapp ra ise  its  im p ac t in a positive way and to  reg u la te  its em otional 
consequences. Although accep tin g  responsib ility  and escape-avoidance 
coping w ere in frequen tly  rep o rted , these  s tra te g ie s , along with a lack of 
problem -solving, w ere consisten tly  assoc ia ted  w ith poor ad justm en t.
The re la tionsh ips of duration  and type of d iabe tes and illness 
cognitions to  ad justm en t in d iabe tics  w ere exam ined bu t found to  be 
nonsignificant. As discussed previously, a la rg e r sam ple size may be 
necessary  to  c la rify  the n a tu re  o f these re la tionsh ips. O ther resea rch  (Davis 
e t a l., 1987) has found th a t  the  type o f d isease and tre a tm e n t sign ificantly  
influences psychological ad ju stm en t to  the d isease. Davis e t al. found, for 
exam ple, th a t  noninsulin-using NIDDM sub jects had few er problem s 
ad justing  to  d iabe tes than IDDM sub jects (who had m ore glucose contro l 
problem s) and insulin-using NIDDM sub jects (who had more d iab e tes-re la ted  
socia l problem s). A possible explanation for the  d iffe re n t findings is th a t 
d iffe re n t m easures of ad ju stm en t w ere used in the  tw o stud ies. The 
m easures in the cu rre n t study w ere m ore genera l in n a tu re , assessing 
psychological sym ptom s and w ell-being, while the  ad ju stm en t sca les in the 
Davis e t  al. study w ere designed to  m easure aspec ts  of ad ju stm en t which 
are  specific  to  d iabetes (e.g ., glucose con tro l problem s, b a rrie rs  to  regim en 
adherence).
With re sp e c t to  cognitions about d iabe tes am ong the  d iabe tics , IDDM 
sub jec ts w ere found to have a s tronger b e lie f in personal responsibility  for 
m anaging d iabe tes  than did the  NIDDM sub jects. This d iffe ren ce , however, 
was not assoc ia ted  with d iffe rences  in ad ju stm en t, a t  lea s t as m easured
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here . The two groups of d iabe tics  did not d iffer in their percep tions of the  
seriousness or con tro llab ility  of d iabe tes. The finding of a g re a te r  sense of 
personal responsibility  in m anaging diabetes among IDDM sub jec ts is not 
en tire ly  unexpected and likely  re f le c ts  their longer personal h isto ries of 
following com plicated  insulin and d iet regim ens. Also, IDDM subjects have 
been found to  score higher on a d iabetes knowledge te s t  than NIDDM 
sub jects (Kirkley & F isher, 1988). The IDDM sub jects may feel m ore 
personal responsibility because they have m ore a c cu ra te  knowledge about 
d iabe tes. More accu ra te  knowledge about d iabetes and a stronger sense of 
personal responsibility  may con trib u te  u ltim ately  to  b e tte r  m edical outcom e 
in these  sub jec ts. In the p resen t study, IDDM sub jects had b e tte r  rem aining 
vision than their NIDDM co u n te rp arts . Perhaps knowledge and cognitions 
about their ro le in m anaging illness helped delay vision loss in this group. 
This in te rp re ta tio n  is specu la tive , how ever, since o ther crucial in tervening 
variab les, such as adherence to  se lf-c a re  regim ens and ac tu a l m etabolic  
con tro l, w ere not assessed in th is study.
Looking more closely a t  ad justm ent in the sam ple as a whole, i t  was 
found th a t adults adjusting to  serious vision loss repo rted  psychological 
sym ptom s of re la tive ly  mild in tensity . On the five subscales of the m easure 
of psychological sym ptom atology (som atization , obsessive-com pulsive, 
in terpersonal sensitiv ity , depression, and anxiety), the sub jec ts ' scores were 
higher than those of com m unity sam ples but considerably low er than those 
of psych ia tric  o u tpatien ts  as repo rted  in published norm s (D erogatis e t al., 
1974). Only on the obsessive-com pulsive subscale did the  these sub jects 
score  substan tia lly  higher than  com m unity residen ts . On th is scale  mean 
scores approached two standard  deviations above the m ean for norm als. The
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em ergence of obsessive-com pulsive tendencies in th ese  sub jec ts very likely 
re la te s  d irec tly  to  the ir g rea tly  decreased  ab ility  to  see . Subjects 
frequen tly  com m ented them selves on th e ir increased  fears  for their own 
sa fe ty , feelings th a t they had to  be m ore ca re fu l, the d ifficu lty  of carry ing  
on with usual a c tiv itie s , e tc . These concerns w ere ev idently  re f le c te d  in the 
obsessive-com pulsive scale  item s such as "Having to  do things very slowly in 
order to  be sure you are  doing them  right,"  "W orried about sloppiness or 
care lessness,"  and "Feeling blocked in g e ttin g  things done."
The resu lts  for depressive sym ptom s, using the  BDI as a screening  
in strum en t with the  conventional c u to ff  of 10 or m ore, ind ica te  th a t only 
24% (n=19) of the  sam ple could be iden tified  as p o ten tia lly  depressed. Of 
those, 13 would be described  as only mildly to  m odera te ly  depressed (BDI of 
10-20) and 6 would be considered m oderately  to  severely  depressed (BDI of 
21 or g rea te r) . The m ean score  for each of the  th re e  groups of subjects was 
below th e  conventional c u to ff  for the  presence of c lin ical depression. 
How ever, the  s tandard  deviations ind ica te  a su b stan tia l degree of variab ility  
within each  group. O verall, then , a m inority of individuals in th is sam ple 
exh ib ited  sym ptom s suggestive o f depression and the  sev erity  o f sym ptom s 
for this m inority  was in the  mild to  m oderate  range.
The ad justm en t resu lts  for the  group as a whole on the  m ore genera l 
m easures o f psychological w ell-being w ere sim ilar to  th e  resu lts  with the  
m ore sym ptom -focused m easures. The subjects scored w ithin one standard  
deviation of the  m ean rep o rted  for com m unity sam ples (Warr e t  a l., 1983) on 
both the  positive and negative  a f fe c t  subscales. Thus, these  sub jects ' 
subjective assessm ents o f th e ir  overa ll psychological w ell-being did not 
appear to  be g rea tly  d iffe re n t from  those of com m unity sam ples.
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Individuals w ith d iabetes w ere c learly  m ore im paired  in the 
perfo rm ance of daily ac tiv itie s  than were the  o ther sub jec ts. This 
d iffe ren ce  em erged even though the d iabetics and nondiabetics w ere sim ilar 
in m ost o ther resp ec ts . The nondiabetic  subjects w ere com parable in age 
and o ther dem ographic fea tu re s  to  the d iabetics and w ere p a rtic ip a tin g  in 
the  sam e reh ab ilita tio n  program s for the  v ision-im paired. Also, they  did not 
d iffe r from the d iabetics as a group in the  severity  of their vision loss, 
although because o f the ea rlie r  onset of vision loss, they  had had a longer 
tim e to  adjust to  i t .  A ge-re la ted  m acular degeneration  was the m ost 
frequen t cause of vision loss in th is group, followed by glaucom a, re tin itis  
pigm entosa, op tic  nerve and c o rtica l disease, traum a, and stroke . Although 
m edical conditions such as hypertension, card iovascular disease, stroke , 
a r th r it is , e tc .,  w ere re la tiv e ly  common in th is group, their overall health  
s ta tu s  as m easured by se lf-ra tin g s  was nevertheless b e tte r  than th a t  of the 
d iabe tics . The g re a te r  d isab ility  found among the d iabetics is th ere fo re  
likely a ttr ib u ta b le  to  th e ir poorer m edical s ta tu s .
The resu lts  o f the group com parisons a re  notew orthy because th is is 
the  f ir s t  con tro lled  study of psychological functioning in individuals with 
d iab e tic  re tinopathy . O ther re c e n t stud ies (Jacobson e t  al., 1985; Bernbaum 
e t  a l., 1988) repo rting  psychological d istress among d iabe tics  with 
re tinopathy  have no t included vision-im paired sub jec ts w ithout d iabetes. 
While vision-im paired d iabe tics  may have m ore stresso rs  to  cope w ith, they 
appear to  do so w ith no m ore psychological d istress than o thers  ad justing  to  
vision loss. What distinguished them  from the  com parison group was a 
g re a te r  disruption in th e ir ab ility  to  carry  out essen tia l everyday a c tiv itie s .
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Although it has been suggested th a t vision loss in d iabetics is 
assoc ia ted  with severe  psychological and social problem s (Wulsin e t  al., 
1987), the cu rre n t findings suggest th a t  their psychological problem s are  of 
a m ore m odera te  level of sev erity . The Wulsin e t  al. suggestion o f severe 
psychological sym ptom s in a large proportion of d iabetics was acknowledged 
by the  authors to  be based on lim ited  d a ta  from a few uncontrolled studies. 
The p resen t com m ents are  no t in tended to  m inim ize the d ifficu lties  faced 
by those w ith th e  double burdens of d iabetes and severe  loss of vision, but 
ra th e r  to  point ou t th a t  these  individuals as a group may experience less 
psychological d istress  as a re su lt of their d ifficu lties  than had been 
previously suggested . With resp e c t to broader social disruption, it  can 
ce rta in ly  be expected  th a t  the  functional d isability  experienced  by these 
individuals has sign ifican t d e trim e n ta l e ffe c ts  in vocational, rec rea tio n a l, 
financial, and o th er aspec ts  of their lives. The decreased  sense of general 
positive w ell-being expressed by d iabetics re la tiv e  to  nondiabetics is likely 
re la te d  to  th e ir level of d isab ility  and its  e ffe c ts  on th e ir  lives.
A num ber of m ethodological issues deserve com m ent. Watson and 
Kendall (1983) have discussed som e of the m ajor m ethodological problem s 
inheren t in resea rch  on coping with chronic illness, and some a re  re lev an t to 
the p resen t study . A m ajor lim ita tion  of the cu rren t study was the use o f a 
cross-sec tiona l resea rch  design. Both m ajor construc ts , coping and 
ad ju stm en t, w ere m easured a t  a single point in tim e  and a re  th e re fo re  only 
approxim ations to  the  f luc tuating  coping and ad justm ent processes 
experienced  by persons with ongoing disease and d isab ility . Also, the cross- 
sec tio n a l design does not allow causal in ferences about the  rela tionships 
betw een  cu rren t s tre sse s , coping, and ad ju stm en t. And, because
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.assessm ents of psychological functioning w ere not undertaken  over an 
ex tended  period or prior to  the  onset of vision loss, the  se p ara te  e ffe c ts  of 
prem orbid personality  functioning on ad justm en t in this population are 
unknown. A useful next s tep  in the study of psychological ad justm ent to 
vision loss, p a rticu la rly  in d iabe tes, would be longitudinal assessm ents of 
coping and sym ptom atology early  in the course of illness and continuing 
through the developm ent of disabling com plications.
A m ethodological lim ita tion  specific  to  th is study concerned the oral 
adm in istra tion  of s tandard ized  psychological m easures developed to  be used 
as paper-and-pencil m easures. This lim ita tion  underscores the m ore general 
problem  o f psychological assessm ent of special populations. S tandardized 
adm in istra tion  o f w idely-used psychological instrum ents is not possible with 
vision-im paired and to ta lly  blind individuals. In the p resen t investigation , it 
was fe lt  th a t  the m ost appropria te  solution was to  obtain  the sub jec ts’ 
responses via oral adm in istra tion  in a s tru c tu re d  in terv iew . However, i t  is 
not known w hat e ffe c t  th is procedure had, if  any, on sub jec ts ' response 
biases or on the psychom etric  p roperties  of the  in strum ents used.
Another lim ita tion  o f the  cu rren t study was the  exclusive re liance  on 
se lf-re p o rt d a ta . Inform ation about subjective experience is o f course 
obtainable only by se lf-re p o rt and a m ajor focus of the investigation  was on 
cu rre n t subjective w ell-being and psychological sym ptom atology. However, 
conclusions about these  sub jec ts ' coping and ad justm en t a re  based on w hat 
they  w ere willing to  disclose in a single in terv iew . In p a rticu la r, th e ir  se lf-  
rep o rts  of coping s tra te g ie s  a re  more accu ra te ly  regarded  as se lf­
perceptions, or how they  perceive  them selves as cu rren tly  coping with 
blindness. One o f the more obvious needs in fu tu re  resea rch  on ad justm ent
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to new vision loss is for input from spouses or o th er fam ily m em bers, both to  
co rroborate  se lf-rep o rts  and to  assess the im pact of vision loss on the 
fam ily.
Concerning the  genera liza tion  o f findings, the  subjects in the cu rren t 
study w ere drawn from  blind rehab ilita tion  cen te rs  a t  severa l large  V eterans 
A dm inistration m edical c e n te rs . They w ere all m ale veterans, the  m ajority  
w ere w hite, and they  rep resen ted  prim arily  the middle to  lower occupational 
and educational levels. The resu lts  m ay not genera lize  to  o ther groups. 
Also, these  individuals w ere cu rren tly  p a rtic ip a tin g  in rehab ilita tion  train ing  
for the vision-im paired. As such, they  had been iden tified  as in need of 
serv ices and as capable of fully p a rtic ip a tin g  in a 4 - to - l  6-week, highly 
s tru c tu re d  program  of individual instruction  and group a c tiv itie s . Some 
degree of se lf-se lec tion  would be expected  to  be p resen t in th a t  those who 
pursue such a program  may d iffer in a num ber of respec ts  from  those 
ineligible or those who a re  o ffered  such tra in ing  but refuse  it. Also, those 
who a re  losing th e ir eyesight may experience m ost of their d istress before  
they  a re  iden tified  as qualifying for serv ices.
In te rm s of im plications for reh ab ilita tio n  program s, the cu rren t 
findings support the views of o thers (Bernbaum e t a l., 1988; Wulsin e t  a l., 
1987) th a t  program s for d iabetics should be m ade availab le to  them  early  in 
the course o f vision loss. In the  p resen t group of sub jec ts, rec e n t onset of 
vision loss am ong d iabetics was associa ted  w ith d isab ility  and psychological 
d istress . D iabetics with associated  vision loss are  especially  in need of 
reh ab ilita tio n  tra in ing . Also, th e  findings suggest th a t  those who develop 
d iabetes la te r  in life  (NIDDM) may be p articu la rly  appropriate  ta rg e ts  for 
early  in te rven tion  e ffo rts . The la te r  onset of d iabe tes in th is group does not
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p ro te c t them  from the developm ent of re tinopathy  and resu lting  blindness. 
The cu rren t finding th a t they  feel less personally responsible for m anaging 
d iabetes than those iden tified  as insulin-dependent early  in life  suggests th a t 
they  may place them selves a t  increased  risk for vision loss. E ffo rts  aim ed 
a t education and in terven tion  early  in the  course of d iabe tes in th is group 
may be especially  appropria te .
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sep ara ted  
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Hollingshead Educational Scale
1. g rad u a te  professional
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Protocol for Q uestionnaire A dm inistration
G eneral Instructions to  Subjects
"This is a study o f the d iffe ren t ways th a t  people cope w ith the 
problem  o f losing their eyesigh t. Your answ ers to  the  questions will be 
im portan t in helping us to  understand b e tte r  the ways in which loss of 
sight a ffe c ts  people and how they  m anage it.
I will be reading som e se ts  of questions to  you and asking you to  
answer in the  way th a t best describes you and your thoughts and 
feelings and behavior. There a re  no righ t or wrong answ ers, only your 
own thoughts and feelings and behavior. P lease try  to  answer in the 
way th a t  b e s t describes you.
Each se t  of questions will have d iffe ren t possible ways of choosing an 
answ er. I will describe to  you how you a re  to  pick your answer for 
each  s e t  of questions. We will make sure th a t  the  instructions for 
each se t  of questions a re  c lear to  you befo re  we begin each se t. Do 
you have any questions now?"
Order o f  A dm inistration
The m easures are  then  adm in istered  in the  following order, reading the 
individual in structions for each one prior to beginning: Instrum ental 
A ctiv ities of Daily Living, A ffec t Balance Scale, Hopkins Symptom 
C hecklist, Beck Depression Inventory, Ways of Coping C hecklist, 
Im plic it Models of Illness Q uestionnaire.
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Im plicit Models of Illness Q uestionnaire
Below are  some s ta te m e n ts  about illness. The illness we a re  in te res ted  in 
asking you about is DIABETES. For each s ta te m e n t about d iabetes th a t I 
read  to  you, please say w hether you:
agree  strongly 
agree
have no opinion 
disagree
d isagree strongly
1. This illness is contro llab le AS A N D DS
2. This illness requ ires m edical a tte n tio n AS A N D DS
3. This illness is chronic (long-lasting) 
ra th e r  than acu te  (short-lived) AS A N D DS
4. This illness is disabling AS A N D DS
5. This illness is caused by changes in 
th e  w eather AS A N D DS
6. This illness is painful AS A N D DS
7. The sym ptom s of this illness are  
s im ilar to  the  common cold AS A N D DS
8. This illness is perm anen t ra th e r  than 
tem porary AS A N
t
D DS
9. This illness is cured by reduced  s tress AS A N D DS
10. This illness is caused by s tre ss  or nerves AS A N D DS
11. This illness goes away on its  own AS A N D DS
12. This illness is caused by one's behavior AS A N D DS
13. This illness is cured by proper eating  
hab its AS A n ' D DS
14. This illness is con tro llab le  by the 
individual AS A N D DS
15. The presence of th is illness re la te s  
to  som ething the  individual did AS A N D DS
16. This illness is contagious AS A N D DS
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17. This illness is caused by germ s or virus AS A N D DS
18. This illness is caused by lack o f re s t AS A N D DS
19. This illness is serious AS A N D DS
20. This illness o ften  com e back AS A N D DS
21. This illness is changeable AS A N D DS
22. This illness is caused by poor d ie t AS A N D DS
23. This illness changes over tim e AS A N D DS
24. This illness is cured by physical 
exerc ise AS A N D DS
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Instrum en tal A ctiv ities of Daily Living
This s e t  o f questions is about daily a c tiv itie s . For each a c tiv ity  th a t  I read , 
p lease te ll me if you routinely  do th a t a c tiv ity  a t  hom e.
A. Ability to  use telephone
1. O perates telephone on own in itia tiv e —looks up and dials
num bers, e tc .
2. Dials a few well-known num bers.
3. Answers telephone but does not dial.
4. Does not use telephone a t  all.
B. Shopping
1. Takes care  of a ll shopping needs.
2. Shops independently  for sm all purchases.
3. Needs to  be accom panied on any shopping trip .
4. C om pletely  unable to  shop.
C. Food P reparation
1. Plans, p repares and serves adequate  m eals independently.
2. P repares adequate  m eals if supplied w ith ingredien ts.
3. H eats and serves p repared  m eals, or prepares m eals bu t does not 
m aintain  adequate  d ie t.
4. Needs to  have m eals p repared  and served .
D. Housekeeping
1. M aintains house alone or w ith occasional assis tance  (e.g., "heavy 
work—dom estic  help").
2. Perfo rm s light daily tasks such as dishwashing, bedm aking.
3. Perform s light daily tasks bu t cannot m aintain  accep tab le  level 
of cleanliness.
4. Needs help w ith a ll home m aintenance tasks.
5. Does not p a rtic ip a te  in any housekeeping tasks.
E. Laundry
1. Does personal laundry com pletely .
2. Launders sm all item s—rinses socks, stockings, e tc .
3. All laundry m ust be done by o thers.
F. Mode of T ransportation
1. T ravels independently  on public tran sp o rta tio n  or drives own ca r.
2. Arranges own tra v e l via tax i, bu t does not o therw ise  use public 
tran sp o rta tio n .
3. T ravels on public transporta ion  when assisted  or accom panied by 
ano ther.
4. T ravel lim ited  to  tax i or autom obile with assis tance  of ano ther.
5. Does not trav e l a t  all.
Responsibility for Own M edications
1. Is responsible for taking m edication in c o rre c t dosages a t  co rre c t 
tim e.
2. Takes responsibility  if m edication is prepared  in advance in 
sep ara te  dosages.
3. Is not capable of dispensing own m edications.
Ability to  Handle F inances.
1. Manages financial m a tte rs  independently; budgets, w rites 
checks, pays re n t, bills, goes to  bank, co llects and keeps track  of 
incom e.
2. Manages day-to -day  purchases, bu t needs help with banking, 
m ajor purchases, e tc .
3. Incapable of handling money.
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Table K - l .
Canonical analysis re la tin g  s tre sso r variab les to  ad justm ent, in d iabetic
sam ple, N = 40.
C orrela tions betw een  s tre sso r variab les and th e ir canonical function
Stressor variab les C anonical Function 1
D uration vision loss .551*
Severity  vision loss -  .314
Type d iabetes .186
D uration d iabetes .793*
C orrela tions betw een ad ju stm en t variab les and th e ir  canonical function
A djustm ent variables Canonical Function 1
HSCL -  .144
P ositive  a ffe c t .815*
N egative a ffe c t -  .122
BDI .428
IADL -  .730*
Canonical R .579
C anonical Root .335
Wilks' Lam bda .509
Value of F 1.167
Degrees of freedom 20.000
Level of significance .297
N ote. A sterisks ind ica te  co rre la tio n s  of .45 or g re a te r .
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Table K -2.
Canonical analysis re la tin g  cognitive variab les to  ad justm en t in d iabetic
sam ple, N = 40.
C orrela tions betw een  cognitive variab les and th e ir canonical function
Cognitive variables Canonical Function 1
Seriousness .462*
Personal responsibility .872*
C ontro llab ility .341
C orrelations betw een  ad justm en t variab les and th e ir  canonical function
A djustm ent variab les Canonical Function 1
HSCL -  .008
Positive a ffe c t .709*
N egative a ffe c t -  .193
BDI .185




Value of F 1.079
D egrees of freedom 15.000
Level of sign ificance .386
N ote. A sterisks ind ica te  co rre la tions  of .45 or g re a te r .
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Table K -3.
C anonical analysis re la tin g  coping variab les to  ad justm ent in d iabetic
sam ple, N = 40.
C orrela tions betw een  coping variab les and th e ir  canonical function
Coping variab les Canonical Function 1
Confrontive coping -  .208
D istancing -  .091
S e lf-con tro l -  .362
Seeking socia l support -  .130
A ccepting  responsibility .537*
Escape-avoidance .586*
Planful problem -solving -  .575*
Positive reapp ra isa l -  .376
C orrela tions betw een  ad justm ent variab les and th e ir canonical function
A djustm ent variab les Canonical Function 1
HSCL .070
Positive a ffe c t -  .512*
N egative a ffe c t .261
BDI .486*
IADL .833
tab le  continued on nex t page
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Table K-3 -  continued




Value of F 1.350
D egrees of freedom  40.000
Level of sign ificance .109
N ote. A sterisks ind ica te  co rre la tions of .45 or g re a te r .
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Table K -4.
Canonical analysis re la tin g  s tresso r and cognitive variab les to  ad justm ent in
d iabetic  sam ple, N = 40.
C orrelations betw een stresso r and cognitive variables 
and th e ir canonical function
Stressor and
Cognitive variables Canonical Function 1
Stressor
D uration vision loss .408
Severity  vision loss -  .276
Type d iabetes .110
Duration d iabetes .542*
Cognitive
Seriousness -  .098
Personal responsibility  .416
C ontrollability  - .0 1 9
C orrelations betw een  ad justm ent variables and th e ir canonical function
A djustm ent variables Canonical Function 1
HSCL .167
Positive a ffe c t .747*
N egative a ffe c t -  .054
BDI -  .205
IADL -  .721*
tab le  continued on n ex t page
Table K-4 -  continued
C orrela tions betw een  ad justm en t variab les and th e ir  canonical function
Canonical R .737
C anonical Root .543
Wilks' Lambda .241
Value of F 1.378
Degrees of freedom  35.000
Level of significance .103
N ote. A sterisks ind ica te  co rre la tions of .45 or g re a te r .
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Table K -5.
C anonical analysis re la tin g  s tre sso r and coping variab les to  ad justm en t in
d iabe tic  sam ple, N = 40.
C orrelations betw een  s tresso r and coping variab les 
and th e ir  canonical function
S tressor and
Coping variables Canonical Function 1
Stressor
D uration vision loss .381
Severity  vision loss -  .150
Type d iabetes .107




S elf-con tro l .195
Seeking social support .149
A ccepting responsibility  - .1 2 6
E scape-avoidance - .5 6 7 *
Planful problem -solving .425
Positive reappra isa l .386
tab le  continued on next page
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Table K-5 -  continued
C orrelations betw een  ad justm ent variab les and th e ir  canonical function
A djustm ent variables Canonical Function 1
HSCL .-  .402
Positive a ffe c t .849*
N egative a ffe c t -  .294
BDI -  .605*




Value of F 1.232
D egrees of freedom 60.000
Level of significance .170
N ote. A sterisks ind ica te  corre la tions o f .45 or g re a te r .
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Table K -6.
Canonical analysis re la tin g  cognitive and coping variab les to  ad justm ent in
d iabetic  sam ple, N = 40.
C orrela tions betw een  cognitive and coping variables 
and th e ir canonical function
Cognitive and 
Coping variab les Canonical Function 1
Cognitive
Seriousness .288
Personal responsibility -  .083
C ontro llab ility .066
Coping
C onfrontive coping - .031
D istancing -  .008
S elf-contro l -  .307
Seeking social support -  .040
A ccepting responsibility .518*
E scape-avoidance .512*
Planful problem -solving -  .431
Positive reappra isa l -  .239
tab le  continued on n ex t page
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Table K-6 -  continued
C orrela tions betw een  ad justm en t variables and the ir canonical function
A djustm ent variables Canonical Function 1
HSCL .118
Positive a ffe c t -  .369






Value of F 1.357
D egrees of freedom 55.000
Level of significance .086
N ote. A sterisks ind ica te  co rre la tions of .45 or g re a te r .
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Table K -7.
Canonical analysis re la tin g  s tresso r, cognitive, and coping variables to
ad justm en t in d iabe tic  sam ple, N = 40.
C orrela tions betw een s tresso r, cognitive, and coping variables 
and th e ir  canonical function
Cognitive and 
Coping variab les Canonical Function 1
Stressor
D uration vision loss -  .352
Severity  vision loss .230
Type d iabetes -  .033
D uration d iabetes -  .434
Cognitive
Seriousness .138
Personal responsibility -  .230
C ontro llab ility -  .009
Coping
C onfrontive coping -  .299
D istancing -  .165
S elf-con tro l -  .294
Seeking socia l support - .1 3 7
A ccepting responsibility .355
E scape-avoidance .538*
Planful problem -solving -  .507*
Positive reapp ra isa l -  .350
tab le  continued on next page
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Table K-7 -  continued
C orrela tions betw een  ad justm en t variables and th e ir  canonical function
A djustm ent variables Canonical Function 1
HSCL .124
Positive a ffe c t -  .676*




C anonical Root .698
Wilks' Lambda .038
Value of F 1.294
D egrees of freedom 75.000
Level of significance .113
N ote. A sterisks ind ica te  co rre la tions of .45 or g re a te r .
Table K-8




A djustm ent Variables
Negative
A ffect BDI IADL
Stressor
Duration vision loss -.092 .219 -.106 -1 7 7 -.355***
Severity  vision loss -.001 -.067 -.150 -.008 .183
Group .170 -.228* .050 .203 .350***
Coping
Confrontive coping . 1 1 1 .343*** .096 -.040 -.164
D istancing -.024 .220* -.027 -.059 -.159
Self-contro l .134 .030 .061 -.015 -.119
Seeking social support .071 .084 .061 .048 -.023
A ccepting responsibility .239* -.092 .166 O P f t  ^. o b y .228*
tab le  continued on next page




A djustm ent Variables
Negative 
A ffec t BDI IADL
Escape-avoidance .303* -.240* .347*** .407**** .185
Planful problem -solving .009 .393**** -.088 -.139 -.318***
Positive reappraisal .014 .254* -.073 -.065 -.157
N ote. HSCL = Hopkins Symptom C hecklist; BDI = Beck Depression Inventory; IADL = Instrum ental 
A ctiv ities of Daily Living.
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